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INTRODUCTION 

The enormous volume of literature appearing 
in the numerous basic-science journals each month 
contains information of interest to the medical 
profession. The busy physician, however, is 
severely taxed to keep abreast of the purely 
clinical literature, and finds little time to devote 
to an inspection of the growing basic science liter- 
ature. It is the purpose of this series of reviews to 
present to the interested physician selected per- 
tinent material from the field of the basic sciences 
in order to aid him in his practice and in his 
investigations. The source material for these re- 
views will consist of approximately fifty journals 


dealing with the subjects of physiology, anatomy, 
pathology, biochemistry, and bacteriology. These 
articles will appear bimonthly and will accordingly 
cover the publications of the previous two months. 
The aim will be to review in each number nearly 
the whole of the field in order to keep the content 
thoroughly up-to-date, and to provide material 
of interest to the largest number of readers. How- 
ever, limitations of space and a reluctance to 
sacrifice clarity for brevity may occasionally pre- 
vent the attainment of this aim. The comments, 
criticisms, and attempts toward synthesis and 
correlation should be considered as suggestions 
and not as factual contributions 


GASTRO-INTESTINAL TRACT 


UNNEUTRALIZED GASTRIC JUICE AND GASTRO- 
DUODENAL ULCER 


OME maintain that unneutralized gastric 

juice of high acidity is the sole cause of 
duodenal and postoperative jejunal ulcer. 
Although much evidence indicates that un- 
neutralized gastric juice is an important, if not a 
prime, factor contributing to the chronicity of pep- 
tic ulcer, it cannot be stated as proved that gastric 
juice is the factor initiating peptic ulcer. The idea 
that unneutralized gastric juice is the initial cause 
of peptic ulcer received support from the results of 
some experiments several years ago (1). Dogs were 
“sham fed”’ so that gastric juice was secreted by the 
stomach without being buffered by food. Ulcers 
of the stomach and duodenum, acute in type, were 
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observed to result. This work has been repeated 
recently (2) with negative results. Gastric secre- 
tion was maintained at a high level for from ten to 
twelve hours each day fora period of from twenty to 
one hundred and two days. In this recent work the 
dogs were maintained in good condition by care- 
ful feeding during the times that sham feeding 
was not being practiced. Special attention was 
given to this factor because the type of ulcers pre- 
viously reported to occur were of the acute type 
which are associated with vomiting and malnutri- 
tion. It is pointed out that in a consideration of 
the pathogenesis and treatment of peptic ulcer one 
must consider the processes concerned with tissue 
protection and repair as well as the processes con- 
cerned with tissue destruction. The negative 
results obtained confirm those recorded in a 
previous report (2a). 
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ACTION OF MORPHINE ON THE SMALL INTESTINE 


For a long time a conflict existed between the 
clinical and laboratory observations pertaining to 
the effects of morphine on the intestine. This 
conflict has been, in part, if not entirely, annulled 
by the observation that in animals morphine first 
increases the propulsive motility for a short 
period, from fifteen to twenty minutes, and then 
markedly decreases it for a period of one hour or 
longer (3). An increase in intestinal tone, non- 
propulsive motility, occurs throughout the dura- 
tion of the morphine effect. These observations 
have been confirmed recently (4). It has also been 
found that atropine, given just before the mor- 
phine, prevents the temporary increase in pro- 
pulsive motility, but has no effect on the increase 
in the tone of the intestine caused by morphine. 
Obviously, the decrease in propulsive motility 
after morphine would tend to constipate. To this 
factor must be added the fact that morphine also 
tends to constipate by depressing the central 
mechanism responsible for the perception of the 
sensation of the “call to stool.” 


MESENTERIC VASCULAR OCCLUSION 


Occasionally clinical reports appear in the liter- 
ature in which spontaneous recovery from a mes- 
enteric vascular occlusion without gangrene is 
described. Such observations are elucidated by a 
recent study (5) of the collateral circulation in the 
intestine of the rat. Twelve of the usual sixteen 
vessels in the mesentery of the intestine of the rat 
were ligated. Infarction or ill effects occurred in 
only one animal. This result was due to the devel- 
opment of preéxisting collateral vessels, capillary 
plexuses, and anastomotic connections. 

Observations on the extent to which the mesen- 
teric vessels of the dog or monkey may be occluded 
without harm are not available in the indexed 
literature. At least two-thirds of the blood supply 
of the stomach may be ligated in the dog without 
harm (5). The exact extent to which a collateral 
circulation adequate for function may develop in 
the gastro-intestinal tract of man is uncertain. In 
the intestine, stricture frequently occurs at the 
site of a previous mesenteric occlusion not sub- 
jected to operative intervention. Recovery in 
man has occurred in the presence of occlusion of 
the superior mesenteric artery and in which in- 
stance all of the cyanosed gut was not excised (6). 

Another point worthy of mention in connection 
with the foregoing observations is that exemia or 
“bleeding” into the obstructed loop from the non- 
obstructed loops of bowel may occur and con- 
tribute to the production of shock. Such a possi- 
bility should be avoided when excising a loop of 








It usually is 
avoided in practice by the application of suitable 
intestinal clamps before the blood supply of the 
loop to be excised is ligated. 


normally vascularized intestine. 


VOMITING FROM OCCLUSION OF A MESENTERIC BUT 
NOT THE SPLENIC VEIN 


As is well known, nausea and vomiting, in addi- 
tion to pain, are very frequent and early symp- 
toms of occlusion of the mesenteric veins of the 
gut. Pain, accompanied by enlargement of the 
spleen, is an early and outstanding symptom of 
splenic thrombosis, but nausea and vomiting are 
not listed usually as early symptoms in textbooks 
of surgery and medicine. This is a point usually 
not considered in differential diagnosis. In this 
connection observations on the cat (7) show that 
vomiting occurs almost immediately after ligation 
of the mesenteric, but not the splenic vein. It 
should be recalled that vomiting is a characteristic 
symptom in fulminating obliterating endophle- 
bitis of the hepatic veins and of cirrhosis. A 
venous spasm may be produced experimentally, 
may last for a considerable period, and completely 
arrest the outflow of blood from a part (8). 


A REFLEX FROM THE BLADDER AND RECTUM 
TO DIAPHRAGM 


A reflex, viscerodiaphragmatic, from the biliary 
tract to the diaphragm, which explains the con- 
traction, relative fixation, or “splinting effect” of 
the right side of the diaphragm in gall-stone colic, 
was shown to exist in animals several years ago. 
Now, it has been shown (9) that compression of a 
distended urinary bladder, or the passage of feces 
into the rectum causes the diaphragm and ab- 
dominal muscles to contract reflexly (viscero- 
skeletal reflex). The existence of such reflexes, 
viscerodiaphragmatic and visceroskeletal, was 
determined in the decerebrate cat; the reviewer 
has seen them in lightly anesthetized dogs. Sen- 
sory nerve endings for the elicitation of such a 
reflex must also be present in the cervix or perineal 
structures, because in the lightly anesthetized 
animal or human being in labor bearing down 
occurs. One wonders whether or not the condi- 
tion called “pseudopregnancy,” pseudocyesis, or 
phantom tumor with abdominal distension and 
lordosis, occurring sometimes only after eating and 
generally diagnosed as neurosis, when associated 
with megacolon, constipation, and the enema 
habit, may not in part be due to the involvement 
of such a reflex. In late pregnancy the vesical and 
bladder reflexes to the diaphragm and abdominal 
muscles tend to be depressed, or their production 
is more difficult. This may in part explain the in- 
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complete emptying of the bladder and that of the 
colon that sometimes complicate pregnancy. 


THE OXYGEN SUPPLY OF THE LIVER 


Occasionally as the result of a surgical accident, 
a branch of the portal vein or hepatic artery is cut 
and ligated. Under such circumstances a question 
arises in regard to the extent of the ensuing he- 
patic damage. Although there is a rather exten- 
sive literature on the subject, the recent work of 
McMichael (10) is of particular interest because 
he studied the changes in the oxygen supply of 
the liver after various degrees of occlusion of the 
portal and arterial blood supply of the liver. In 
the cat about two-thirds of the oxygen supply of 
the liver is derived from the blood of the portal 


vein, and obstruction of the portal vein to a lobe 
of the liver causes central lobular degeneration. 
Hemorrhage and shock, of course, contribute to 
the damage. The liver of the rabbit, however, is 
almost entirely dependent on the oxygen supply 
derived from the hepatic artery and the degenera- 
tive changes are more severe. Such differences in 
species render it difficult to apply results of 
partial occlusion of the portal and arterial supply 
of the liver to man. : Yet, the general concept that 
the degenerative change is proportional to the 
reduction of oxygen supply is important, since it 
has been shown that the human liver parenchyma 
receives chiefly venous blood (62) and therefore 
probably has a narrow factor of safety in regard 
to its oxygen supply. 


THYROID GLAND 


SECRETORY INNERVATION OF THE THYROID 
GLAND 


Whether the nerves of the thyroid gland in- 
fluence its secretion is an unsettled question. How- 
ever, as long as psychic traumas continue to ap- 
pear to play a definite réle in initiating or exag- 
gerating an attack of Graves’ disease, this question 
should challenge investigation. 

A direct attack on the problem has not been 
undertaken since the interesting and apparently 
significant observations of Haney (11) were re- 
portedin 1932. Haney determined the metabolism 
of a group of rabbits, and then stimulated the 
cervical sympathetic nerve on one side for from 
one to three hours. Five days later the metab- 
olism was elevated about 22 per cent, reached a 
height of 29 per cent from the eleventh to the 
fifteenth day, and then returned to normal from 
the forty-first to the sixtieth day. When the 
nerve was stimulated in the absence of the thyroid 
lobe on the side stimulated, no change occurred in 
the metabolism. 

It is difficult to interpret Haney’s results on any 
other basis than that the cervical sympathetic 
trunk contains nerves which have a secretory 
effect on the thyroid. His results tend to confirm 
the older work of Cannon, Binger, and Fitz (12), 
in which an increase in the metabolism and symp- 
toms of Graves’ disease were observed in cats 
with an anastomosis of the phrenic nerve with the 
cervical sympathetic. 

Recent observations (13-17) on the innervation 
of the anterior lobe of the hypophysis may in time 
modify our concept of how nervous influences 
modify the activity of the thyroid. It is known 
that the anterior lobe produces a thyrotropic or a 
thyroactivating hormone; that is upon injection 


in various animals certain extracts of the anterior 
lobe cause a hyperplasia of the thyroid gland with 
a concomitant decrease in its content of colloid 
and iodine and an increase in the blood iodine and 
the basal metabolism (18). Further, it is known 
that the act of copulation in the pigeon leads to a 
development of the crop gland which is due to the 
hormone prolactin secreted by the anterior lobe, 
of both the female and male (19). The only way 
such a phenomenon can be accounted for at 
present is on the basis of a nervous secretory 
activation of the anterior lobe. In the rabbit 
ovulation occurs about ten hours after copulation, 
even when the buck is vasectomized. The process 
of ovulation is dependent on the integrity of the 
anterior lobe, and it is difficult to conceive how 
the activity of the anterior lobe could be affected 
in this instance except through a secretory inner- 
vation of the anterior lobe (13), or through a 
reflex excitation of some other gland of internal 
secretion. Thus, it is evident that in future 
investigations of the existence of a secretory inner- 
vation of the thyroid gland, one must consider the 
rdéle that the anterior lobe may be playing. Also, 
in considering how psychic traumas may influence 
the activity of the thyroid, the thyrotropic activity 
of the anterior lobe must not be overlooked. 
Other evidence which supports the idea of the 
involvement of the autonomic nervous system in 
the genesis of Graves’ disease is the observation 
of Uhlenhuth (20), that the administration of 
pilocarpine or epinephrine sensitizes the thyroid 
gland to the action of the thyrotropic hormone. 
It now appears to be established through 
experimental and clinical experience that the 
hyperthyroid heart is sensitive to epinephrine. A 
recent investigation (21) presents quantitative 
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data showing that smooth muscle, denervated and 
normal, becomes more sensitive after thyroid 
administration. The action of exogenous epineph- 
rine on sensitized and normal smooth muscle is 
diminished by thyroidectomy, gonadectomy, and 
adrenalectomy. 


EXOPHTHALMOS 


The type of histopathological changes observed 
most frequently in the orbital structures in the 
presence of thyroid dysfunction with exophthalmos 
in man has been produced experimentally in the 
guinea pig (22, 23). On the basis of experimen- 
tally produced exophthalmos, it would appear 
that two types of exophthaimos may be associated 
with thyroid dysfunction, namely, a functional 
type and an organic type. The functional type 
can be produced temporarily during the excita- 
tion of the cervical sympathetic in those animals 
which have considerable smooth muscle in their 
orbits. It can be produced also by the injection 
of thyrotropic hormone into ducks, guinea pigs, 
and rabbits (24-27), even in the absence of the 
thyroid gland. In fact, it appears as if hypothy- 
roidism predisposes to the development of exoph- 
thalmos (26, 28, 29, 30), and that the administra- 
tion of desiccated thyroid temporarily increases 
the proptosis (29, 30). At first, the exophthalmos 
produced appears to be strictly functional in type 
because it disappears with anesthesia and death, 
and can be relieved by excision of the superior 
cervical sympathetic ganglion (30). However, 
according to Smelser (22) and Paulson (23), the 
continued injection of the thyrotropic hormone 
over a prolonged period leads to organic changes, 
edematousand lymphoid infiltrations of the orbital 
tissues and extra-ocular muscles, analogous to the 
changes observed in exophthalmos in man (31, 32). 
Smelser reports that removal of the cervical sympa- 
thetic ganglion (he does not state which one) in 
guinea pigs prevents to some extent the organic 
type of exophthalmos which he produced. Paul- 
son reports that the lacrymal gland shows de- 
generative changes as well as, the other orbital 
tissues. The condition of the superior cervical 
sympathetic ganglion, which has been found to 
manifest degenerative changes in exophthalmic 
goiter in man (33), is not mentioned in any of the 
recent experimental studies. 

In regard to therapy, the experimental obser- 
vations (34-37) confirm the clinical in showing 
that desiccated thyroid or thyroxin and iodine 
constitute the most beneficial medical treatment 
of exophthalmos. Experimental observations, vide 
ut supra, suggest that the extent of the relief of 
exophthalmos that might be obtained by excision 





of the superior cervical sympathetic ganglion 
(Jaboulay) might be determined beforehand by 
subjecting the patient to deep anesthesia. Such a 
procedure might possibly be justified before the 
more extensive operation of Nafiziger is employed. 

The literature is divided in regard to the effect 
of excision of the cervical sympathetic nerve on 
the histology of the thyroid gland, some observers 
reporting atrophy and others reporting no signifi- 
cant change. A more recent article (38) reports 
that in rabbits bilateral cervical ganglionectomy 
first shows evidence of hyperplasia and the reduc- 
tion of colloid followed by involution and the 
storage of colloid. This is of interest because when 
the vessels of the superior poles of the thyroid are 
ligated the nerves are included. Autografts of the 
thyroid in guinea pigs, however, show the well 
known changes characteristic of involution fol- 
lowing the administration of iodine or thyroxin 
(39). Autografts also respond to the thyrotropic 
hormone (40). 


THYROID AND BRAIN 


The effect of the administration of desiccated 
thyroid on the electro-encephalogram has been 
studied recently. Electro-encephalography is a 
recent development in physiology. When suitable 
electrodes are placed in contact with the skull and 
are connected to a sensitive recording apparatus, 
characteristic rhythmic waves denoting a change 
in potential are recorded. The so-called alpha 
rhythm, which occurs at a frequency of 10 per 
second, arises from the occipital cortex. It occurs 
when the eyes are closed, but is abolished by visual 
activity or mental effort. The rate is reduced dur- 
ing sleep, and during an epileptic seizure the rate 
is reduced and the amplitude markedly increased. 
The rate of the waves under standard conditions 
appears to be related to the rate of respiration and 
the metabolism of the brain cells. If the blood 
sugar is lowered with insulin, for example, the fre- 
quency of the waves diminishes. An increase in 
the basal metabolism rate of from 25 to 50 per 
cent by thyroxin increases the frequency of the 
waves from 5 to 17 per cent, and thyroxin increases 
the rate of metabolism of the brain (41). 


LIVER AND THYROID 


It is generally recognized that hepatic insuffi- 
ciency exists and degenerative changes may occur 
in the liver in hyperthyroidism. It has recently 
been shown that when thyroxin is given to rabbits 
in doses insufficient to cause histological hepatic 
damage, the elimination of injected bile salt is 
markedly diminished, but the normal volume 
output of bile and bile salt is not disturbed (42). 
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The older work which shows that the feeding of 
desiccated thyroid reduces the liver-glycogen con- 
tent in a large variety of animals has been recently 
confirmed (43). In addition it has been shown 
that the administration of Vitamin B, also G, 
protects the liver from the deglycogenizing effect 
of thyroxin (43). The animals also maintain their 
weight to a greater extent. This work recalls the 
well known contention of Weiss, “Vitamin B 
deficiency in hyperthyroidism may be an impor- 
tant factor in explaining some of the bad operative 
results due to cardiac disturbance, and at the 
same time explain why some patients with hyper- 
thyroidism have cardiac dilatation and cardiac 
symptoms.” The cardiac disturbances in poly- 
neuritis and pellagra are quite analogous to those 
in hyperthyroidism. A Vitamin B or G complex 
deficiency should be suspected in patients whose 
appetite is poor, whose diet is limited by poverty 
or dietary habits, and who have diarrhea. 

An article pertaining to the alleged antithy- 
roidic action of Vitamins A, C, and D and of 


calcium has not appeared in the recent literature. 
However, obviously, when the metabolism of the 
body is going at a more rapid rate than normal an 
extra supply of vitamins in the diet should be of 
value. Excessive calcium elimination in Graves’ 
disease and the sedative action of this element on 
nervous tissue suggest that attention should be 
given to the patient’s calcium intake. 

In hyperthyroidism there is no strict relation 
between the impairment of liver function as 
judged by the blood bilirubinand bromsulphthalein 
retention (44) and the reaction of the patient to an 
operation for thyroid crisis; neither does there 
appear to be an agreement in regard to the results 
of Quick’s hippuric-acid test of liver function 
and the reaction of the patient to an operation. 
Also, the determination of blood sodium appears 
to be of no value in determining the extent of 
hepatic damage in thyrotoxicosis (45, 46). Yet, 
the concept that the liver may be primarily at 
fault in the intoxication of a thyroid crisis is 
worthy of further investigation. 


ADRENALS 


There are reasons to believe that in recent 
months improvements have been made in the 
potency of the extracts of the adrenal cortex, or 
cortin, available on the market. Such extracts 
have not yet been accepted for inclusion in the 
New and Non-official Remedies. The reason is 
that it has been difficult in the past to prepare 
routinely a preparation of cortin of reliable or 
standard potency. 

The expense of cortin is a serious practical 
disadvantage in regard to its use. An orally 
administered glycerol extract, which was used 
earlier and apparently successfully by Obrigia, 
Stewart and Rogoff, and others, is reported to be 
effective in animals and patients by Hartman, 
Thorn, and Durrant (47). It is less expensive but 
not as potent as the purer extracts, and can be 
used for maintenance but not for the treatment 
of severe adrenal insufficiency. 

Before using a preparation of cortin, physicians 
would do well to obtain from the manufacturer 
the evidence for the potency of the extract. The 
only universally accepted evidence of potency of 
an extract of adrenal cortex is its ability to main- 
tain totally adrenalectomized cats and dogs alive. 

There are several recent reports in which cortin 
has been used to relieve muscular fatigue, in 
shock, in intestinal obstruction, and to increase 
resistance to toxins. It is true that cortin improves 
the work capacity of the muscles of adrenalec- 
tomized animals and patients with Addison’s 


disease, but the reports concerning the value of 
cortin in shock do not present enough acceptable 
evidence to warrant serious consideration. 

The importance of high sodium and low potas- 
sium intake in reducing the requirement of cortin 
experimentally and clinically appears to be estab- 
lished. A high sodium and low potassium intake 
alone will not maintain perfect health in ad- 
renalectomized animals or patients with adrenal 
insufficiency. The mechanism by which the ad- 
renals affect the sodium and potassium balance is 
not known. It has been thought by some that 
death from adrenal insufficiency was due to potas- 
sium intoxication. Recently published data indi- 
cate that the kidney is not directly involved in the 
disturbance of the sodium and potassium balance. 
A recent article (48) suggests that serum potas- 
sium, which is usually increased in both adrenal 
and renal insufficiency, is not the sole cause for 
the death in adrenal insufficiency (see 49 also). 

Several steroid compounds, related to sterols, 
have been isolated from the adrenal cortex, and 
the possible réle that the adrenal cortex plays in 
animal economy is becoming more complex. The 
preliminary results indicate that the adrenal cor- 
tex may take a position second to the hypophysis 
in importance among the endocrine glands. 

Compounds have been isolated from the cortex 
which possess androgenic potency, that is, they 
stimulate male-sex characteristics. A recent arti- 
cle (50) reports the isolation of an acid sodium 
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salt of palmitic acid from adrenal cortex which 
activates the male sex hormone. These findings 
may explain the sexual prococity sometimes ob- 
served in the presence of tumors of the adrenal 
gland. Some ofthe otherinterrelationships claimed 
to exist will be briefly mentioned (s1). Extracts 
from the anterior lobe of the hypophysis prolong 
the life of adrenalectomized animals and benefit 
patients with Addison’s disease. The adrenals 
contain progestational and estrogenic principles. 
In adrenal virilism in women, a large amount of 
estrogenic hormone is excreted in the urine. Ex- 
tracts of the adrenals of the horse, ox, and kan- 
garoo have a gonadotropic effect in that they 
cause ovulation and corpora-lutea formation in 
the immature rat. 

Such extracts have not been assayed in hypo- 
physectomized animals and hence they may affect 
the hypophysis rather than the gonads directly. 
However, the adrenotropic hormone of the an- 
terior lobe of the hypophysis acts on the seminal 
vesicles of castrated rats by way of the adrenal 
cortex, since no effect is obtained in the absence 
of the adrenals (52). The ketonuria and glycosuria 
of depancreatized animals is reduced by adrenal- 
ectomy. A recent article (53) confirms earlier 
reports on the reduction of liver fat, which is 
related to the development of ketosis, after ad- 
renalectomy. An article of immediate interest on 
the interrelation of the adrenal cortex with the 
thyroid has not been published recently. 

With such an array of activities the adrenal 
cortex assumes an important place in the endoc- 
rine system. However, we should hold fast to 


that which is proven, namely, that a potent 
preparation of cortin maintains the life of ad- 
renalectomized animals and rehabilitates and pro- 
longs the life of patients with Addison’s disease. 
A knowledge of the numerous activities of the 
adrenal cortex should help us to understand the 
symptoms of Addison’s disease and other abnor- 
malities of the organ. We should not permit the 
true and false messages, frequently in code, com- 
ing with the ebb and flow of the literature in this 
and other fields of endocrinology, to confuse and 
discourage us. In time the true messages will be 
deciphered and recognized. 

To those who would denervate the adrenals for 
the treatment of various diseases, the report that 
the adrenal nerves of cats regenerate in four 
months (54), even after removal of the lower 
thoracic and upper lumbar sympathetic chain, 
will be of interest. 

To those who should desire to test the blood of 
patients manifesting paroxysmal hypertension 
with or without pheochromocytoma, it will be 
interesting to know that Rogoff (55) has reported 
a method for detecting small amounts of epineph- 
rine in blood serum. He employs the sensitized 
denervated iris or nictitating membrane of the cat. 
The method, however, is quite technical. 

The relatively old observation of Cannon and 
others that the adrenal medulla is essential for the 
production of emotional hyperglycemia has been 
confirmed recently. In fact, it is reported that 
after destruction of the adrenal medulla the blood 
sugar may fall in response to emotional excite- 
ment (56). 


KIDNEY AND HYPERTENSION 


The fact that hypertension can be produced in 
some dogs by constricting the main renal arteries 
renders it possible to study the mechanism of the 
hypertension so produced. After section of the 
splanchnic nerves or removal of the sympathetic 
nervous system combined with denervation of the 
heart, the hypertension persists. However, the 
blood pressure changes recently reported by Free- 
man and Page (Am. Heart J., 1937, 14: 405), are 
not very convincing. It might be added that 
many of the metheds for determining the blood 
pressure of unanesthetized animals are faulty. 

It has been reported recently (57) that following 
hypophysectomy in hypertensive animals the 
blood pressure returns gradually to a normal level 
in about twenty days. After the pressure has been 
lowered, it may again be elevated, at times only 
temporarily, by tightening the constricting clamps 
on the renal artery. The hypothesis advanced to 





explain the observation is that hypophysectomy 
alters the reactivity of the vascular system by 
producing atrophic changes in the adrenal gland, 
thyroid gland, and possibly other organs so that 
the vascular system does not respond to the 
chemical stimuli which arise as a result of the 
ischemia of the kidney. In this connection, Gold- 
blatt (58) has recently reported that bilateral 
adrenalectomy without supportive or substitution 
therapy with cortin interferes with the develop- 
ment of hypertension. When adequate supportive 
and substitution therapy was given a moderate 
hypertension was observed. Cortin, of course, is 
not per se a vasopressor substance, but its presence 
appears to be necessary for the action of the 
hypertensive chemical substances resulting from 
renal ischemia. 

Numerous attempts have been made to isolate 
the hypertensive substances or group of sub- 
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stances from the blood of animals or patients with 
hypertension. The results reported are conflicting 
and no explanation for the differences is apparent. 
Obviously hypertensive substances should exist in 
the blood in detectable amounts if the hyper- 
tension produced is not reflex in nature, which 
fact seems to be established. Recently (59, 60) it 
has been reported that the kidneys of hyper- 
tensive patients contain more pressor substance 
than kidneys from non-hypertensive patients. 
The pressor substances were extracted and tested 
by intravenous injection. It has been known for 
a long time that kidneys and even other tissues 
yield pressor substances when extraction is prop- 
erly done. The kidney, however, is the only organ 
so far examined in which the constriction of the 
arterial supply will lead to persistent hypertension. 
Regardless of this report (59), questions still 
remain: why cannot definitely detectable amounts 
of pressor substance be found in the blood of 
hypertensive patients and dogs? Is it because of 
the use of inadequate methods, or is it due to the 
possibility that in the presence of an ischemic 
kidney, substances which do not have a direct 
pressor action and are normally eliminated in the 
urine, acting over a period of days, produce 
degenerative changes in, or cause a contraction 
and relative fixation of, the myoplasm of the 
smooth muscle of the arterioles? In other words, 
may not the substance responsible for the hyper- 
tension be of the nature of an “arteriolar toxin” 
rather than of the nature of a vasoconstrictor 
substance in the ordinary sense. Another possi- 
bility that has not been attacked experimentally 
is that the hypothetical pressor substance acts on 
the prevertebral ganglia, such as the celiac and 
mesenteric ganglia. 

If the hypothetical pressor substance is present 
in excess in the hypertensive kidney, it is reason- 
able to believe that one of the possible factors 
responsible for its excess is low renal oxygen 
tension. This possibility has been investigated, 
and it has been found that the renal arterio- 
venous oxygen differences are the same in dogs 
with and without hypertension (60). 

An article by Farr and Smadel (61) is only 
indirectly concerned with the subject of the kidney 
and hypertension; nevertheless, it is important. 
A nephritis was produced in rats by the injection 
of a nephrotoxic serum. The rats were then 
divided into three groups in regard to diet. One 
group received a low protein diet, 5 per cent; 
another, a diet containing 18 per cent protein; and 
still another, 40 per cent protein. In the 16 ani- 
mals on the low protein diet, the nephritis dimin- 
ished or disappeared in all but two, leaving scars. 


The animals on the higher protein diets died from 
chronic progressive nephritis with anemia and 
polyuria. Generalized vascular lesions which re- 
sulted in secondary degenerative changes espe- 
cially in the heart were found in most of the 
animals on the high protein diet. 
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SURGERY OF THE HEAD AND NECK 


MODERN 


MANAGEMENT OF 


THE FRACTURED NOSE 


Collective Review 


CLAIRE L. STRAITH, M.D., F.A.C.S., and E. HOYT DeKLEINE, M.D., Detroit, Michigan 


REVIEW of the recent literature re- 
veals an almost unanimous opinion that 
fractures of the nose are becoming more 
frequent, more severe, and more devas- 

tating in their end-results. This enlarging inci- 
dence is associated with the development of high 
speed automotive travel and with the increasing 
participation of youth in various forms of ath- 
letics. 

The importance of this type of injury lies, to 
a large extent, in the commonly underestimated 
handicaps produced by the unsightly cosmetic 
deformities which result. Economic and social 
competition today is so keen that even minor ab- 
normalities in personal appearance may mean the 
difference between success and failure in business 
and social enterprise (16). Other important se- 
quel of nasal deformities, namely, the various 
forms of upper respiratory disorders resulting 
from obstructed air passages, must not be over- 
looked. It is therefore imperative that these frac- 
tures receive greater attention and that their 
general management be subjected to critical scru- 
tiny in an effort to diminish late hazards. 

The past few years have seen little change in 
the management of simple nasal fractures. The 
emphasis in current literature is largely upon the 
more severe types of fracture and the correction 
of resulting deformities. We shall attempt to re- 
view briefly some of the fundamentals of modern 
treatment. 


CARE OF SIMPLE FRACTURES 


Diagnosis. Even simple fractures are often mis- 
handled. The injury is frequently thought to be 
one confined to the soft tissues. A visible de- 
formity indicates the true state of affairs only 
after the swelling has subsided and the scar tis- 
sue hascontracted. This is particularly true in chil- 
dren in whom the supportive structures of the 
nose are resilient and diminutive. These factors 
hide and disguise the actual situation. Inspec- 
tion, palpation, or even x-ray examination often 
fails to disclose the bony lesion. It cannot be 
overemphasized that every bruising injury to the 
middle third of the face, especially with pain in 


the nasal area, black eyes, espistaxis, or impaired 
respiration, should be considered to include a 
fracture of the nose until proved otherwise. 

Mobilization and repositioning of fragments. 
Repositioning of the fragments is usually a sim- 
ple matter of applied mechanics. Deviations of 
the entire nasal bridge or lateral spreading of the 
nasal bones can usually be corrected by external 
pressure with the thumbs, or by manipulation 
with a duck-billed Asch forceps. Depressions of 
either or both of the nasal bones may be elevated 
with almost any blunt instrument which can be 
inserted into the nostril. The only definite ruling 
which should be made in this regard is that all 
such deformities must be slightly overcorrected 
to allow for a certain degree of recurrence. 

It must be remembered also that satisfactory 
reduction cannot be obtained without anesthesia. 
Novocaine injected along each nasolabial fold, 
plus intranasal packs of cocaine and adrenalin, 
will usually suffice. 

Stabilization of fragments. When the frag- 
ments have been replaced, it will often be found 
that they are sufficiently impacted to remain in 
proper position. In such cases, splinting devices 
are not needed and, indeed, may even be harm- 
ful. In many cases, however, accurate position 
and approximation are difficult to maintain. 

In depressed fractures, a small gauze pack 
forced upward between the septum and lateral 
wall on either or both sides insures against recur- 
rence. In lateral deviations and outward dis- 
placements, some type of external splint is needed 
for stabilization. Bandage rolls held against 
either side of the nose by adhesive tape (12), or a 
splint molded from dental compound or soft 
metal (1) such as aluminum, copper, or tin, are 
satisfactory. If greater lateral compression is 
needed, the Joseph or Safian clamps may be ap- 
plied (6, 9, 10). For this purpose, New advocates 
passing a mattress suture through the nose and 
securing it with lead buttons (7). For difficult 
lateral deviations, Aufrecht and others have de- 
vised head bands which exert lateral pressure on 
the nose, and Risdon has described a dental at- 
tachment which fulfills the same purpose (8). 
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Fig. 1 (a), left. Typical compound comminuted nasal 
fracture resulting from “‘guest passenger injury” to occu- 
pant of right hand front seat of automobile. Depressed 
fractures of both malars and complete transverse fracture 
of the maxilla were associated. (b). Straith appliance 
used to maintain elevation and lateral compression of 
nasal fragments. Traction wires through the cheek sup- 
port an arch bar on the maxillz. 


Our head-band appliance, which is universally 
applicable to all types of nasal and facial frac- 
tures, will be described later in this article. 

It is difficult to maintain septal fractures in 
proper position as the cartilaginous septum unites 
only by fibrous union; deformities often result. 


CARE OF COMPLICATED FRACTURES 


Etiology. The more severe type of fractures are 
becoming more common as a result of automobile 


injuries. A large percentage of the patients are 
“guest passengers” who occupy the right-hand 
front seat of the automobile and who have been 
thrown forward against high instrument panels 
by the force of the collision. Injuries involving 
other structures of the middle third of the face 
are usually associated, and intracranial damage 
is frequent. The nasal fractures are of the com- 
minuted or externally compounded varieties. 
Commonly, both types are present. Such frac- 
tures are difficult to treat since the supporting 
structures are often so badly damaged that it is 
almost impossible to attain a satisfactory result. 
Maceration of the soft tissues of the nose, de- 
pressed fractures of the malar and frontal bones, 
transverse fractures of the maxilla, ruptures of 
the orbital contents, and skull fractures are not 
uncommon. Jagged, blunt lacerations extending 
through the shattered nasal bones into the nasal] 
cavity are commonly present (Figures 1 and 2). 
To return these patients to an appearance simu- 
lating their former selves and to a state of con- 
tented self-confidence is an almost insurmount- 
able task. The early and painstaking care of such 
injuries is, therefore, of extreme importance since 
delay or cursory attention spells almost certain 
defeat. 

Management of externally compounded frac- 
tures. Although compounding adds the distinct 
hazard of hideous scar deformity, it nevertheless 
has the advantage of permitting adequate inspec- 
tion and repositioning of the underlying bony 
structure under visual control. In these cases, 





Fig. 2 (a), left. Another “guest passenger injury” with compound comminution 
of the nose similar to Fig. 1. Edentulous maxille fractured and impacted upward 
and backward. (b), center. Nasal bones wired together as described in text. 
Nose supported by Straith appliance. Malar bones elevated. Note traction wires 
through cheek to molar region of upper denture. Upper jaw pulled down and for- 
ward by elastic traction on silver wire passed through drill hole in palate and 
upper plate. (c). Same patient three months later showing almost complete 


absence of visible deformity. 
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thorough cleansing and the removal of foreign 
material are of paramount importance. Débride- 
ment, however, should be most conservative in re- 
spect to viable bone, cartilage, or skin. Small bony 
fragments should almost never be removed. These 
apparently useless bits seldom sequestrate and 
often speed the recalcification process across the 
bony gaps. 

Not uncommonly, the force of the impact will 
completely separate the supportive structures of 
the nose from their attachment at the glabella. 
Our practice in such cases is to drill small holes 
through the remnant of the nasal bone and 
through the nasal process of the frontal bone so 
that the nasal bones may be held in position by 
means of a 22-gauge silver wire passed through 
these openings (Figure 3). Separated nasal car- 
tilages may also be attached to the nasal bones by 
silver wires, as described previously. 

In the absence of skin losses, the lacerations 
should be sutured meticulously. Most plastic sur- 
geons prefer subcuticular suturing. This method 
maintains approximation of the skin edges for a 
considerable period of time without leaving stitch 
marks (Figure 4). We have described this method 
of suturing in a previous article (17). Coarse in- 
terrupted sutures or skin clips for this purpose 
cannot be too strongly condemned. 

When there is actual skin loss the denuded 
areas should be covered at once with some form 
of split or full-thickness graft. For this purpose, 
we prefer a Wolfe graft from ‘the eyelid or post- 
auricular area (18). Skin from these regions 
closely matches the facial integument in color 
and texture. The graft should be firmly secured 
with numerous horse-hair sutures, the ends of 
which are left long and tied over a hard gauze roll 
to provide pressure (Figure 5). 

Support of fragments in comminuted fractures. 
With severe comminution, it is sometimes im- 
possible to maintain satisfactory alignment of the 
numerous fragments, especially if the midline 
support of the septum has been lost. This is 
often the case when the entire maxilla is displaced 
posteriorly. Replacement of the fragments is 
carried out by the same methods described be- 
fore. Nasal drainage in such fractures should be 
encouraged. Complete packing is, therefore, 
contra-indicated except when it is necessary to 
control severe hemorrhage. Reposition of the 
fragments is maintained with great difficulty and 
numerous methods have been described. Watson- 
Williams uses a triangular silver wire splint which 
he inserts into each nostril to support the bridge 
(3). Carter places a straight wire splint into the 
nostril (19). This splint is supported by traction 





Fig. 3. Two roentgenograms illustrating the use of silver 
wire for attachment of nasal bones to nasal process of 
frontal bone. (a), left, is the same patient shown in Fig. 2. 


from a suture passed through the dorsum of the 
nose to ari external supporting arch. Watkins has 
modified the Carter splint by using a hairpin- 
shaped splint, with one arm in the nostril, to 
avoid the use of the suture through the nose (19). 
Risdon has described a wire splint which is placed 
in the nostrils and attached to the dental ap- 
pliance referred to previously (8). 

We use a special head-band appliance which 
may be used for suspension of fractures of the 
various facial bones (13, 14, 15). Two rubber 
covered wire splints are inserted into the nostrils. 
By a simple mechanical device, these splints may 
be elevated, tilted to various angles, or shifted 
laterally, as the situation may require. The 


bridge may thus be maintained in proper position 
for several weeks. Two lateral pressure pads may 
be applied and adjusted separately to prevent 
spreading of the nasal fragments (Figures 1, 2, 6). 





Laceration 
dividing nasal tip and extending about one inch along the 


Fig. 4 (a), left. “Guest passenger injury.” 


bridge of the nose. Alar flaps held back exposing septal 
cartilage. (b). Same patient after healing. This demon- 
strates the value of meticulous subcuticular suturing. 





Fig. 5 (a), left. A “guest passenger” whose nasal skin, 
upper lateral cartilages, and septum were gouged by wind- 
shield glass. (b). A Wolfe graft from behind the ear was 
applied immediately and sutured in place with dermal 
stitches, the ends of which were left long and tied over a 
firm piece of gauze to provide sufficient pressure. 


REPAIR OF OLD DEFORMITIES 

With infection, loss of supporting elements, or 
excessive comminution, it is often impossible to 
prevent the occurrence of residual deformity. 
Disfigurements may also result from failure to 
recognize the fracture or from grossly inadequate 
care at the time of the injury. Misshapen noses 
not only mar the patients’ physical appearance 
but also become seriously detrimental to their 
business, professional, social, and matrimonial 
careers. It is almost impossible to describe the 
mental torture and psychological maladjustments 
which these people experience. Such disfigure- 
ments demand the attention of a skilled surgeon, 
thoroughly versed in modern rhinoplastic tech- 
nique. 

The vast majority of corrective surgical pro- 
cedures described in modern literature, and some 
of those to follow, are modifications of the rhino- 
plastic methods first described and used by the 
late Joseph of Berlin (6). 

Defects due to loss of supportive elements. De- 
ficiencies of the structural elements of the nose, 
whether resulting from actual loss, crushing, or 
dissolution following infection, may cause several 
common types of deformities. The most frequent 
varieties are (a) a saddle of the bony portion; 
(b) a saddle of the cartilaginous portion, or (c) a 
dropped tip. Occasionally all three varieties may 
occur simultaneously. In such cases a general 


flattening of the entire nose against the face 
results. 

A saddle deformity in an otherwise normally 
proportioned nose, whether alone or combined 
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Fig. 6. A close-up view of the nasal attachments to the 
Straith appliance. Note the two adjustable wire splints 
entering the nostrils and the lateral pressure pad. 


with a dropped tip, requires the subcutaneous 
insertion of some substance which is carved or 
molded to fill the defect. Many materials have 
been employed for this purpose, but the majority 
of plastic surgeons today advocate the use of 
cartilage grafts. These grafts have the advantage 
of being a compatible physiological material 
which is readily accepted and indefinitely re- 
tained. Other media which have been advocated 
by a few are ivory, gutta percha, celluloid, bone, 
or a combination of bone and cartilage. We 
prefer the use of hyaline cartilage from the an- 
terior segments of the sixth to ninth ribs. These 
grafts may be conveniently measured and shaped 
with the assistance of a lead moulage of the 
patient’s face. Such a model is not distorted by 
blebs of novocaine and is easily sterilized. 

With normal tip support, a single straight 
piece of cartilage carved to fit the defect in the 
bridge will suffice. Most cases require the addi- 
tion of a post acting as a strut from the region of 
the anterior nasal spine of the maxilla to support 
the lower end of the newly constructed bridge. 

For several years we have been using preserved 
isografts of cartilage, i.e., cartilage from another 
person. Aqueous merthiolate at refrigeration 
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temperature is an excellent preservative. The 
percentage of ‘“‘takes’’ with grafts of this type 
corresponds favorably with that of fresh auto- 
genous material (Figure 7). 

Saddle deformities in persons with a high “‘pro- 
file angle,” i.e., a profile angle greater than the 
normal angle of 30 degrees, may be corrected by 
removal of the “hump” above the saddle and by 
lowering of the elevated nasal tip below. This is 
performed through intranasal incisions by Joseph’s 
technique (6, 10) or one of its modifications. 

When the nasal tip alone is depressed, the ap- 
parent deformity is generally a downward elonga- 
tion of the nose and a flattening of the tip. These 
abnormalities may often be corrected through an 
incision which completely transfixes the columella, 
separating it from the cartilaginous septum. The 
septum is then shortened to the desired length 
and tilt. The soft tissues of the tip are finally 
raised to the normal elevation by resuturing them 
to the septum in the heightened position. 

In all such restorations, we are guided in se- 
curing the proper angles by the use of a profilom- 
eter. This instrument indicates accurately the 
amount of reduction necessary to remove a hump, 
or the degree of elevation required to raise a de- 
pressed nasal tip. 

Defects producing excessive dimensions of the 
nose. These deformities include exostoses, humps 
produced by callus formation, and widening of 
the nose from spreading of the nasal bones. 

Exostoses usually appear as asymmetrical 
bulges in the nasal contour. Their removal is 
accomplished through intranasal incisions with 
the use of rasps, saws, or chisels. 

Direct blows on the nose frequently result in 
comminution or greenstick fractures at the sum- 
mit of the bridge. Excessive callus formation at 
this point occasionally results in a “hump.” This 
is especially true in childhood fractures in which 
the hump may not become noticeable until com- 
plete ossification of the nasal bones takes place 
at adolescence (Figure 8). These hillocks in the 
nasal contour may be removed with a saw and 
rasp through incisions within the nostrils, so 
placed that instruments may be inserted sub- 
cutaneously between the upper lateral and alar 
cartilages on either side. This removal of the 
hump leaves a flat plateau unless the septum is 
left higher than the side walls. The appearance 
of the nasal bridge is usually further improved by 
narrowing of the bony bridge. This is accom- 
plished by separation of the nasal bones from the 
maxilla on either side, followed by mesial com- 
pression. For this purpose, either saws or chisels 
may be employed. We prefer the latter and have 
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Fig. 7 (a), left. Saddle nose resulting from nasal frac- 
ture. There is a broad flat bridge and a wide overhanging 
nasal tip. (b). After correction with two pieces of pre- 
served rib cartilage. One piece raises and narrows the 
bridge; the other supports and narrows the nasal tip. 


found that omission of the usual preliminary 
periosteal elevation avoids much of the subse- 
quent ecchymosis and edema which otherwise 
results. 

Widening of the nasal arch is corrected by 
lateral osteotomy, as just described, plus separa- 
tion of the nasal bones from the septum. This 
latter step is best performed with a broad-bellied 
saw which not only effects the separation but also 
removes a narrow strip of bone from either side 
of the septum. The two nasal bones, thus freed 
of their attachments, are then compressed by 
thumb pressure and held firmly in place with a 
properly fitted splint. 





Fig. 8 (a), left. When twelve years old, this girl suffered 
a nasal fracture during athletic games at school. Within 
the following year or two this large hump developed. (b). 
After correction by modification of Joseph’s technique with 
the use of a profilometer to secure proper profile and tip 
angles. 








Fig. 9 (a), left. Lateral deviation of nose due to nasal 
fracture. (b). Correction by lateral osteotomy and wiring 
nasal bones to bicuspid teeth on right side. 


Lateral deviations. The management of the 
deviated septum, so thoroughly discussed on many 
occasions, need not be dwelt upon here. Suffice it 
to say that a carefully performed submucous re- 
section is an important step in the revamping of 
an old nasal fracture. The large numbers of minor 
septal deviations discovered in routine rhino- 
logical examinations are mute evidence of the 
frequency of unrecognized greenstick fractures 
sustained in childhood when the nasal framework 
is resilient and flexible. One point of caution in 
the technique of submucous resection must be 
noted. Sufficient support for the dorsum and tip 
of the cartilaginous septum must be left during 
resection to prevent the acquisition of a saddle 
deformity or a dropped tip as the result of such 
surgery. 

Lateral deviations of the bony structure of the 
nose cause visible disfigurement. The correction 
of these deformities is accomplished by lateral and 
dorsal osteotomies, as described previously. In 
long standing deviations, one side of the nose is 
usually broad and flat. To correct this inequality 
in the width of the nasal bones, it is generally 
necessary to excise a narrow triangle of bone from 
the broad side at the junction of the nasal bone 
with the maxilla. Total deviations of the septum 
without buckling will often be improved when the 
bony deviation is shifted to its normal position 
by this method. 

Maintenance of the midline station of the 
bridge is often difficult because of the elasticity 
of the cartilaginous elements and the tension of 
the soft tissues on the shortened side. To prevent 
recurrence of the deviation, a slight overcorrec- 
tion should be maintained by one of the methods 
described in the discussion of deviations in recent 
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fractures. In our experience, even better results 
are obtained with Blair’s method of wiring the 
nasal bones to bicuspid or molar teeth on the op- 
posite side (2). This is accomplished by making 
a small incision over the side of the nose toward 
which the deviation tends. Two small holes are 
then drilled through the nasal bones on that side. 
With long straight needles, two ends of a silver 
wire are then threaded downward through these 
openings and through the cartilaginous septum 
to the buccolabial fold of the opposite side. These 
wires are then secured to a bronze ligature passed 
around the bicuspids or molars. The nasal bones 
are thus held in a position of slight overcorrec- 
tion (Figure 9g). 


SUMMARY 


1. The importance of careful attention to all 
injuries involving the middle third of the face is 
obvious as nasal fractures can readily be over- 
looked. These fractures may result in the de- 
velopment of unsightly deformities which lead to 
mental, social, and economic calamity. Facial 
injuries in childhood are particularly deserving 
of careful scrutiny since nasal fractures are often 
so disguised as to challenge even the most metic- 
ulous diagnostic efforts. The resulting deformi- 
ties may not become apparent until ossification 
is completed during adolescence. 

2. Once nasal fractures are diagnosed, the most 
painstaking efforts at repositioning are necessary. 
Slight overcorrection of the deformity is demand- 
ed to insure a satisfactory end-result. Some 
method of immobilization must be employed in 
many instances to prevent a recurrence of the 
deformity. A wide variety of procedures have 
been devised for this purpose. 

3. In recent years there has been an increasing 
frequency of severe nasal fractures resulting from 
automobile injuries. Occupants of the right hand 
front seat are the most common victims. These 
fractures are usually comminuted and externally 
compounded, and are often associated with skull 
fracture and major injuries to the jaws and other 
portions of the face. Such fractures demand im- 
mediate attention to the soft-tissue damage and 
require special methods of prolonged immobiliza- 
tion of the bony fragments. 

4. The more severe fractures often defy all 
attempts to prevent deformity. When a de- 
formity results, the services of a surgeon skilled 
in modern rhinoplastic methods is essential. 
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Hill, F. T.: Osteomyelitis of the Skull: Compari- 
son of 2 Cases Observed Seventeen and Four- 
teen Years Ago with 2 Observed in the Past 
Two Years. Arch. Otolaryngol., 1937, 26: 9. 


This paper is an attempt to show the effect of cer- 
tain outstanding contributions to the literature on 
the management of osteomyelitis of the skull. Two 
cases treated seventeen and fourteen years ago were 
eventually treated radically, but not without pro- 
crastination, hesitation, and doubt as to the proper 
management. Edema then was not as important a 
symptom as it is today, and operation was not done 
until the x-rays gave strongly positive evidence of 
involvement of the bone. The reports of McKenzie 
in 1927, Furstenberg in 1931, and Mosher and Judd 
in 1933 all definitely show the rationality of radical 
treatment early in the disease. They illustrate the 
importance of edema as a diagnostic sign and as a 
guide to the extent of bone to be removed; they show 
that x-ray findings are from seven to ten days late; 
and finally, they ban “watchful waiting” as a par- 
ticularly dangerous procedure. 

In accordance with this more recent knowledge 
and later opinion, recent cases of cranial osteomye- 
litis were treated radically early, and although 1 of 
them terminated fatally because of a streptococcus 
infection, it was evident that the osteomyelitic 
process was controlled. Differentiation of the type 
of osteomyelitis is not the important consideration. 
It is not a matter of whether the disease is discrete or 
diffuse, as Munro in 1930 showed that the two proc- 
esses are essentially the same; rather, it is a matter 
of recognizing early the possibility of diffusion of the 
infection and of not hesitating until a local process 
has actually become a diffuse one. 

Joun Martin, M.D. 


Bercher, J., Guillermin, M., and Friez, V. P.: Does 
Temporomaxillary Meniscitis Occur? Remarks 
Concerning a Meniscectomy (La méniscite tem- 
poro-maxillaire existe-t-elle? Remarques a propos 
d’une méniscectomie). Mém. l’Acad. de chir., Par., 
1937, 03: 455. 

The authors present the case history of a soldier 
aged twenty-one years, who was sent to the hospital 
because of pain during mastication. The pain was 


over the region of the temporomaxillary articula- 
tions, being most marked on the left side. Move- 
ment of the jaw elicited crepitation over the joint 
which could be both heard and felt; this, too, was 
worse on the left side. 

The complaint had lasted over a number of years 
but had been much worse during the six months pre- 
vious to the patient’s admission to the hospital. The 
patient'used extreme care in opening the mouth wide 
enough to admit a finger between the incisor teeth. 
Wider opening produced intense pain, which per- 
sisted for some time after closing the mouth. The 
mandible was deflected slightly to the left during the 
opening of the mouth. Pressure over the joints 
elicited considerable pain. Examination of the teeth 
revealed pathology in the molars due to the poor 
alignment of the biting surfaces. 

The patient gave no history of rheumatism in any 
of the other joints and the familv history was nega- 
tive. At the age of ten he had suffered a luxation of 
the jaw which he reduced himself. There had not 
been any further difficulty of this nature. 

Roentgenograms gave the impression that the dis- 
tance between the condyle and the base of the 
glenoid fossa was greater than normal on the left 
side. Under local anesthesia the left temporomaxil- 
lary joint was opened and the meniscus was re- 
moved in its entirety. Following the operation, the 
jaw was found to deviate to the left so that elastic 
traction on the teeth was needed to correct the de- 
formity as well as to prevent the pain on the right 
side. 

Histological examination of the fibrocartilage 
showed numerous blood vessels but no inflammatory 
cellular reaction. The operative results appear to be 
very satisfactory. Marsu W. Poote, M.D. 


EYE 


Wetzel, J. O.: Melanoblastoma of the Lacrymal 
Caruncle. Am. J. Ophth., 1937, 20: 675. 


A case of melanoblastoma of the lachrymal car- 
uncle is reported in a seventy-six-vear-old man. A 
brown stain at the inner angle of the eye had been 
noticed nearly eight years before, a few months after 
a burn to the eye. It remained stationary for nearly 
five years, then began to grow as a tumor. On ex- 
amination the tumor was found to be brownish-black 
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and pedunculated, and its distal portion was the size 
of a grape. The palpebral and ocular conjunctiva 
was invaded by the tumor, and the sclera was infil- 
trated by pigment. The globe was removed. Histo- 
logical examination showed polymorphous-celled 
melanoblastoma of a highly malignant type. A small 
dermoidal inclusion was present beneath the con- 
junctiva. 

Twenty-nine cases of pigmented tumor of the 
lacrymal caruncle were found in the literature. An 
abstract of each case is presented. 

Wititam A. Mann, M.D. 


Spratt, C. N.: Primary Carcinoma of the Lacrymal 
Sac. Arch. Ophth., 1937, 18: 267. 


A case of primary cancer of the lacrymal sac is 
reported. The patient, first seen in June, 1927, was 
a man aged seventy-eight whose only complaint 
was epiphora. A mass in the right lacrymal sac had 
been noticed for about two months. The mass was 
from 1 to 1.5 cm. in diameter, and was smooth, 
round, firm, and freely movable. It was diagnosed 
as a mucocele, and removed under local anesthesia. 
Microscopic examination revealed the carcinomatous 
nature of the growth. Eight weeks later a second 
hard fibrous mass was removed. Nearly three years 
later radium was used to control a recurrence involv- 
ing the cornea. In March, 1931, exenteration of the 
orbit was done, and a mass of about 3 by 1 cm. in 
size was found in the postorbital space. Two years 
after exenteration there was no recurrence in the 
orbit, but there was an extensive metastasis to the 
submaxillary lymph nodes, which was treated by 
radon implants. The swelling disappeared following 
this treatment. The patient died of coronary throm- 
bosis two years after the radium implant, four years 
after exenteration, and eight years after the first 
appearance of the growth. There was no recurrence 
at the time of death. 

Parsons has described many types of tumors of the 
lacrymal gland, but did not include a new growth. 
Angiosarcoma, angiomyxosarcoma, cystoma, endo- 
thelioma, lymphoma, lymphosarcoma, fibrosarcoma, 
plasmasarcoma, malignant papilloma, and carci- 
noma have been reported as primary tumors of the 
lacrymal sac. 

The author reports the cases of 16 other patients, 
12 of which were males. 

Thirteen of the 17 patients were over forty years 
of age, while 1 was a boy of eighteen with a malig- 
nant papilloma. The only other case in American 
literature was reported by Posey in 1921. 

The normal lining of the lacrymal sac is composed 
of cylindrical cells. Repeated irritation due to 
chronic inflammation may cause this membrane 
to become thickened and form several layers of cells 
which change to the squamous variety. Conse- 
quently, microscopic examination may show the 
carcinoma to be the cylindrical, the transitional, or 
the squamous type of cell. 

Because of the insidious onset, only 1 case was 
diagnosed correctly as being malignant before the 





operation. In the first stage, when pressure of the 
thickened wall causes epiphora to be the only symp- 
tom, a correct diagnosis is impossible. In the second 
stage with swelling, a diagnosis can be made. Pres- 
sure on the sac causes no regurgitation, and the duct 
is patent on irrigation and probing. Signs of inflam- 
mation are absent. In the presence of a mucocele, 
the duct is generally obstructed, and pressure 
causes regurgitation of the fluid into the nose or from 
the puncta with diminution in the size of the mass. 
Of all cases which could be traced, none had been 
free from recurrence during a five-year period. In 
the author’s case no recurrence was observed locally 
after a four-year period. Radium and high voltage 
x-rays offer hope for cure after extirpation of a 
malignant tumor. Epwarp S. Pratt, M.D. 


Filatov, V. P.: Transplantation of the Cornea from 
Preserved Cadavers’ Eyes. Lancet, 1937, 232: 
1395. 

The author says, ‘‘analyzing my material and tak- 
ing into account the quality of the leucomatous sub- 
stratum, in which the transplant from the cadaver is 
placed, I have gained the impression that the results 
of transplantation from cadavers’ eyes are not in- 
ferior to those obtained from living eyes. For a final 
opinion it is of course still necessary to follow up the 
more remote results of the operations. On the other 
hand it may be said that the present results in my 
series of cases that have been under observation from 
one and one-half to two and one-half years, would 
already seem to justify the expectation that the more 
remote results will be favourable.” 

Investigations are being made in his laboratory on 
the retention of vitality by the cornea under various 
conditions of preservation. Experiments carried on 
by Bazhenova have shown that the cornea of rabbits’ 
eyes may show a good tissue growth when planted 
in vitro even after ten days’ preservation at a tem- 
perature of 2° C. In collaboration with Bazhenova 
the author has obtained a tissue culture from dried 
cornea. Velter, working in the author’s laboratory, 
has shown in rabbits the possibility of transparent 
union of the cornea taken from eyes preserved at a 
temperature of 2° C. for as long as fifteen days. 
The author’s pupil, Pupekno, has brought forth evi- 
dence for migration of cells and their formation into 
clusters in the cornea and in other tissues after pres- 
ervation of the material for eight days at a tempera- 
ture of 2° C. 

The cornea from eyes of human cadavers removed 
some hours after death and preserved at a tempera- 
ture of from 4° to 6° C. is suitable for homoplastic 
transplantation in man, as the transplant retains 
permanent transparency after union with the sub- 
stratum. 

The new source of material for transplantation 
opens up great possibilities for further investigations 
on corneal grafting. 

In connection with the transfusion of preserved 
cadavers’ blood, first applied to dogs by Shamov and 
to man by Yudin, the successful transplantation of 
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preserved cadavers’ corneas is of great interest not 
only from a clinical but also from a general biological 
point of view. Leste L. McCoy, M.D. 


Bullo, E.: A Case of Epithelioma of the Cornea 
Cured by Plesioroentgentherapy (Un caso di 
epitelioma della cornea guarito con la plesioroent- 
genterapia). Radiol. med., 1937, 24: 602. 


The patient, a man fifty-seven years old, had an 
epithelioma which occupied about two-thirds of the 
cornea and left the superior internal quadrant free. 
Bullo treated it with plesioroentgentherapy; he gave 
daily applications of 300 roentgens up to a total dose 
of 3,000 roentgens. An appreciable reduction in the 
growth and an improvement of vision was evident 
after the fourth treatment. The usual reactive 
conjunctivitis reached its maximum in fifteen days. 
At the end of a month there was a noteworthy 
regression of the tumor, and at the end of six months 
it had disappeared. The cornea was smooth but 
slightly opaque, and a moderate degree of vision 
remained. A slight: but still active vascularization 
of the cornea has persisted for several months. 

Bullo compares the radiological with the surgical 
treatment of epibulbar tumors, gives a survey of the 
results obtained with the former, and discusses the 
reactions of the ocular tissues to radiation. His 
conclusions are that, although the results of treat- 
ment of corneal tumors with radium and the x-rays 
are equally good, roentgentherapy with the Chaoul 
tube offers special advantages because of the low 
tension employed, the short focal distance, the uni- 
formity of radiation, the efficient protection of 
healthy tissues, the limitation of the conjunctival 
reaction, and the ambulatory treatment. One of the 
great advantages of the method is the possibility of 
applying large doses to the superficial tumor tissue 
while sparing the retrocorneal structures. In general, 
the ocular reactions with plesioroentgentherapy are 
thesame as with other radiological methods. The limit 
of tolerance of the cornea and the maximal dose can- 
not be stated definitely as the clinical observations 
are few and the experimental results discordant. The 
author, however, advises not to exceed from 120 to 
150 per cent of the unit skin dose at a single treat- 
ment. Because of its superiority to other methods, 
especially with the technique of plesioroentgen- 
therapy, radiological treatment should be used more 
often in superficial ocular tumors. 

The article is accompanied by stereographs and a 
bibliography. M. E. Morse, M.D. 


Messinger, H. C., and Clarke, B. E.: Retinal Tu- 
mors in Tuberous Sclerosis: Review of the 
Literature and Report of a Case, with Special 
Attention to Microscopic Structure. Arch. 
Otolaryngol., 1937, 18: 1. 


Tuberous sclerosis is a rare form of cerebral sclero- 
sis observed at autopsy in young persons who have 
shown mental deficiency and epilepsy in association 
with adenoma sebaceum during life. Adenoma se- 
baceum is a nodular reddish rash distributed in 
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butterfly-shaped areas over the nose and cheeks. 
Multiple tumors of mixed undifferentiated cells may 
be present in the heart, kidney, spleen, and other 
organs, including the eye. Although twenty-four 
instances of retinal tumor have been reported in 
tuberous sclerosis, the present report is only the 
fifth in which a microscopic study was made, and the 
first in this country. 

The patient was an Italian male twenty years of 
age with a history of frequent severe convulsive at- 
tacks. At the age of fourteen a diagnosis of adenoma 
sebaceum was made. Psychometric tests showed 
him to be retarded four years. Ophthalmoscopic ex- 
amination showed the right disc to be obscured by a 
white shiny mass with a nodular surface, extending 
forward five diopters and overlying the vessels. A 
few days after admission to the hospital and follow- 
ing a large number of attacks the patient died. 

Post-mortem examination revealed typical lesions 
of tuberous sclerosis, including multiple tumors of 
the brain, rhabdomyoma of the heart, lipofibromas 
of the kidneys, and adenoma sebaceum of the 
Pringle type. Histological examination of the ocular 
tumor showed it to be lying over the optic disc, in- 
volving all layers of the retina and a portion of the 
optic nerve. In the central part there was a large 
irregular mass of ossification and about this con- 
cretions containing calcium. The surface of the 
tumor was smooth. The cells varied greatly in size 
and shape and the nuclei were round or oval. The 
type of cells was not definitely determined, but it 
seemed that they must have developed from early 
cells of the embryonic retina. The authors conclude 
that the tumor was essentially gliomatous. 

Wriiiam A. Mann, M.D. 


NOSE AND SINUSES 


Menne, F. R., and Frank, W. W.: So-Called Pri- 
mary Chondroma of the Ethmoid. Arch. Oto- 
laryngol., 1937, 26: 170. 

The site of origin, the mixed character, and the ex- 
tent of chondromas of the nasal cavities have been 
controversial, and therefore the exact frequency of 
true chondroma is not known. 

A summary of the available material shows that 
the distribution in the sexes is about equal. The ages 
of the patients range from eleven to sixty years, the 
tumor occurring with the greatest frequency in the 
third decade of life. The onset is gradual, and diag- 
nosis is made by rhinoscopy or biopsy. In the ma- 
jority of the cases mentioned in this article either 
one or both nares were blocked, with involvement 
of the septum and the ethmoid and sphenoid bones. 

The authors report a case of chondroma occurring 
in a man forty years of age who presented himself for 
treatment because of a hard swelling at the inner 
canthus of the left eye and dimness of vision. On 
examination, a large tumor was seen obliterating the 
posterior nasal cavity and extending downward to 
the nasopharynx. It was not painful or tender. 
X-ray examination showed the tumor mass to have 
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involved both antrums and both ethmoids. Eighteen 
months later the patient was readmitted to the hos- 
pital. He died about one month later, approximately 
four and one-half years after the onset of symptoms. 

Autopsy disclosed primary chondroma of the naso- 
pharynx with extension into the cranial, oral, and 
orbital cavities; marked bilateral exophthalmos; 
pressure atrophy of the optic chiasma; and moderate 
internal hydrocephalus. Microscopic examination 
disclosed the tumor to be composed of cartilage cells 
enclosed in groups by fibers of myxomatous con- 
nective tissue. 

In the summary and conclusion the authors draw 
attention to the slow progressive development of a 
chondroma occurring in a forty-year-old laborer, 
which apparently originated from the processus 
sphenoidalis of the nasal septum. The origin of true 
chondroma from the ethmoid region, as some 
authors report, is questioned. 

Joun F. Detpu, M.D. 


MOUTH 
Fulton, J. S.: X-Ray Therapy in Malignant Dis- 


ease of the Throat. J. Laryngol. & Otol., 1937, 52: 
492. 


The author states that in the treatment of malig- 
nant disease of the throat, as well as in other sites, 
three possible methods must be considered: complete 
surgical removal, implantation of radium, and ex- 
ternal radiation. 

Radical surgery of the throat is a procedure not 
without risk and one which as a rule leaves the pa- 
tient with some permanent physical disability. The 
implantation of radium is a matter of considerable 
technical difficulty and, except in intrinsic carcinoma 
of the larynx and in a number of reasonably localized 
tonsillar lesions, probably yields results only in 
lesions which are so radiosensitive that the lower 
lethal dose is obtained despite the imperfect physical 
distribution of the radium. Furthermore, the satis- 
factory implantation of radium into the primary 
lesion still leaves the gland problem, and further 
measures, either surgical or radiological, are neces- 
sary to deal with this. With external radiation, on 
the other hand, this problem does not arise and the 
treatment, as a rule, is designed to embrace both the 
primary lesion and the lymphatic drainage area. 
Moreover, this form of treatment has an advantage 
over radical surgery in that cure is associated with a 
perfect functional result. 

James C. BrAsweELt, M.D. 


Charteris, A. A.: The Use of Radium in Certain 
Malignant Conditions of the Throat and Nose. 


J. Laryngol. & Otol., 1937, 52: 484. 


The author states that it is worth while to em- 
phasize that radium as ordinarily used in small 
quantities has a strictly local effect, depending upon 
the arrangement of the radium in the tissues or on 
the apparatus. The use of larger quantities at a 
greater distance will give an enhanced depth effect, 





INTERNATIONAL ABSTRACT OF SURGERY 





although in large blocks of tissue this effect falls far 
short of the homogeneity which x-rays or the radium 
beam can attain. The constitutional effect of using 
radium in this way should also be considered since 
it may at times be a serious one. The use of still 
larger quantities of radium in specially protected 
apparatus, teleradium therapy or radium-beam 
therapy, is much more efficient, and does not pro- 
duce the same constitutional effect; it has given 
most encouraging results in the domain of the throat 
and nose surgeon. James C. BRASWELL, M.D. 


NECK 


Riiedi, T.: Laryngeal Tuberculosis. J. Laryngol. & 
Otol., 1937, 52: §37- 


Experiences with laryngeal tuberculosis over a 
period of thirty years are presented, with special 
reference to the cause, course, prognosis, and therapy 
of the disease. 

The author has noticed that laryngeal tuberculosis 
coincides with activity in a pulmonary focus and 
develops into a circumscribed, localized laryngeal 
condition. The observations and research indicating 
that laryngeal tuberculosis may be either lymphog- 
enous or hematogenous in origin are reviewed. It 
is indicated that the benign types are probably of 
lymphogenous origin, while the malignant types are 
hematogenous in origin. It was emphasized that 
when laryngeal tuberculosis increases in severity in 
spite of ideal local and general treatment there is 
reason to suspect miliary pulmonary tuberculosis. 

The author reports 2 cases of advanced laryngeal 
tuberculosis in which recovery occurred, which show 
that a definitely unfavorable prognosis should not be 
given. The local treatment of the larynx must be 
supplemented by adequate sanatorium treatment. 
Neither the Killian suspension method for endo- 
laryngeal operations nor tracheotomy was recom- 
mended. The method of cauterization of tuberculous 
ulcers of the vocal cords is discussed in some detail. 

RoBert ZOLLINGER, M.D. 


Derscheid, G., and Toussaint, P.: Some cases of 
Laryngeal Tuberculosis (Quelques cas de tuber- 
culose laryngée). Arch. méd.-chir. de l’appar. res pir., 
1937, 12: 234. 

Among the cases of laryngeal tuberculosis re- 
ported by Derscheid and Toussaint, there was one 
with perforation of the epiglottis, which caused great 
difficulty in swallowing. This patient had extensive 
incurable pulmonary lesions and was cachectic, so 
that no treatment for the laryngeal lesions would 
have been attempted except for the relief of the pain, 
had it not been for the perforation of the epiglottis. 
For the treatment of this lesion, 1 c.cm. of a 1:200 
solution of tuberculin was injected through the 
laryngoscope around the perforation. There was 
only a very slight febrile reaction and swallowing 
was normal for six weeks; a second injection was then 
necessary, and this also gave symptomatic relief; the 
patient died from the extension of the pulmonary 
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lesions and no autopsy was permitted. This method 
of treatment, the authors note, is both difficult and 
dangerous, because the degree of reaction of the tis- 
sues to tuberculin is uncertain; hence it is justified 
only in severe lesions. 

In the second case there were dysphonia and pain 
on swallowing, but the larynx appeared normal on 
laryngoscopic examination. The patient died from 
a pulmonary hemorrhage and at autopsy showed an 
ulceration underneath the right vocal cord which ex- 
tended into the deeper tissues, but not superficially 
as it would then have been visible on laryngoscopic 
examination. 

In the third case, there was a visible ulceration in 
the region of the left vocal cord, but the cord itself 
appeared normal. Aphonia developed only when 
there was an exacerbation of the pulmonary lesion, 
which lesion eventually caused the death of the pa- 
tient. At autopsy a caseous nodule was found in the 
deeper structures of the cord, underneath a prac- 
tically normal epithelium involving the lower por- 
tion of the thyro-arytenoid muscle. 

In the fourth case, there were extensive pul- 
monary lesions and an ulceration of the glottis which 
caused aphonia. A thoracoplasty resulted in arrest of 
the pulmonary process, and later repeated treat- 
ments by fulguration with the high-frequency cur- 
rent resulted in healing of the ulceration in the 
larynx. 

In regard to the treatment of tuberculosis of the 
larynx in general, the authors consider these three 
methods the most effective: galvanocauterization or 
ignipuncture, fulguration with the high-frequency 
current, the cold spark, and the application of 
lactic acid. The method of fulguration is especially 
indicated in superficial ulcerations. As such ulcera- 
tions heal, lactic acid or zinc chloride are applied to 
aid the healing process and prevent too extensive 
fibrosis. If the larynx is fibrotic, lactic acid may be 
applied with some friction, and such applications are 
well tolerated. In the vegetative, pseudotumorous, 
forms of laryngeal tuberculosis, galvanocauterization 
is the method of choice. However, no form of active 
treatment of the laryngeal lesions should be carried 
out while the pulmonary lesion is active; only during 
a period of relative quiescence is such treatment 
permissible. Auice M. Meyers. 


Diggle, F. H.: The Treatment of Intrinsic Laryn- 
geal Cancer. J. Laryngol. & Otol., 1937, 52: 463. 


During the years from 1931 to 1935, inclusive, 26 
patients with limited intrinsic malignant disease of 
the larynx were treated by the Finzi-Harmer radia- 
tion method, radiotherapy following thyroid fenes- 
tration. The operative technique has been similar 
in every detail to that recommended by Harmer in 
his original publication. The position of the needles, 
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each containing 1 mgm. of radium element, with a 
0.5 platinum screen, and usually an active length of 
1.5 cm., is checked with x-rays after insertion. The 
number of needles used and the duration of radiation 
depend upon the extent of the lesion. In no case was 
tracheotomy performed. Fifty per cent of the cases 
were verified histologically. Of the 6 deaths, 5 
(19.2 per cent) were due to the malignancy, with a 
larynx never free from disease; but the sixth patient 
survived twenty months, to succumb finally to can- 
cer of the palate, with a larynx free from the growth 
which had previously been verified. 

There was no operative or immediate postopera- 
tive death in the group treated by the Finzi-Harmer 
method, while in the group treated with laryngo- 
fissure the operative mortality was 11.1 per cent. In 
the former group 77.7 per cent of the patients were 
free from symptoms for three years, and recurrence 
took place in 22.2 per cent; in the latter group the 
relative figures were 61.1 and 16.6 per cent. The 
discrepancy was due to the fact that 2 or 11.1 per 
cent of the patients in the latter group did not sur- 
vive the operation, while another 2 died from other 
causes with a larynx free from disease. From these 
figures it appears, therefore, that treatment by the 
Finzi-Harmer method of radiation gives a lower 
operative mortality with a greater risk of recurrence 
or persistence of the disease than treatment with 
laryngofissure. Following the Finzi-Harmer radia- 
tion the larynx is usually more congested than after 
laryngofissure. 

From the statistical tables it would appear that 
similar results can be achieved by either method of 
treatment, whether the vocal cord be fixed or not, 
and even with a limited invasion of the anterior 
commissure. The original method of Finzi-Harmer 
radiation seems to be unsuitable for subglottic infil- 
trations. The convalescence following a laryngo- 
fissure is quicker, more certain, and less tedious than 
that following the Finzi-Harmer radiation. The con- 
gestion and edema following the Finzi-Harmer 
radiation mask the laryngeal picture so that the 
laryngologist is frequently unable to give an author- 
itative opinion during the subsequent months. Time 
alone will show whether the results achieved by the 
Finzi-Harmer radiation operation are as lasting as 
those following laryngofissure. One has to keep in 
mind the possibility of radium necrosis which may be 
long delayed and even end fatally with no recurrence 
of the malignancy. If the radiation treatment of 
intrinsic laryngeal cancer is to progress, it must be 
given opportunities in early lesions, but its future 
will depend upon the closest codperation between the 
radiotherapist and the trained laryngologist, who 
alone can decide the site and extent of the lesion 
and its suitability for treatment. 

JoserH K. Narat, M.D 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Sauerbruch, F.: The Development and Present 
Status of the Doctrine of Cerebral Pressure 
(Entwicklung und Stand der Hirndrucklehre). Zen- 
tralbl. f. Chir., 1937, Pp. 703. 

Von Bergmann was the first to advance the idea 
of compressio cerebri, i.e., cerebral pressure. Inas- 
much as the brain is incompressible, a decrease in 
size of its mass by pressure cannot occur for the pur- 
pose of avoiding the limitation of space, but dis- 
placement of the spinal fluid and the blood in the 
canal of the spinal-cord membrane and in the blood 
circulation may occur. However, the wall space of 
the former is limited and the counterpressure in it 
expresses itself in the vascular spaces of the brain. 
Consequently, there first occurs stasis of the blood, 
then anemia in the capillary region, and then general 
anemia of the brain. The resulting stimulation of the 
vagus centre causes the pulse to slow up. On the 
other hand, Adamkiewicz has said that the pulse is 
slowed up because of the direct pressure upon the 
brain substance. Kocher and Cushing’s experiments 
confirmed Bergmann’s view, and showed a regulatory 
reciprocal relationship between the cerebral pressure 
and the blood pressure, until the cerebral pressure 
became too great. With the aid of the negative pres- 
sure chamber Sauerbruch has been able to show in 
animals that at first with increase of the pressure a 
venous stasis occurs, but then the brain becomes 
paler and paler; and, particularly, that in spite of a 
well maintained circulation, cerebral symptoms ap- 
pear when the brain as a whole is reduced and com- 
pressed by air pressure. Hauptmann and Hartmann 
have confirmed these experiments. In addition, the 
latter sets up a “‘wonderful plan of experimentation”: 
exclusion of the experimental animal from its own 
general circulation and the restoration of its own 
cerebral circulation in such a way that a second 
animal takes over the latter with the aid of the so- 
called Starling heart-lung apparatus. 

Hartmann found the following: (1) an influence 
upon the circulation in the skull; (2) displacement of 
the brain and localized change of form; and (3) that 
the race between the cerebral pressure and the blood 
pressure is independent of the blood perfusion of the 
medulla, but dependent upon the compression of the 
brain itself. 

Nevertheless, all of the complexities of compres- 
sion of the brain are not clarified with this explana- 
tion. Large tumors may run their course without, 
and small ones with, cerebral pressure. Reichert has 
called attention to the individually different rela- 
tionships between the size of the brain and the free 
space of the skull, normally about 1o per cent. In 
the child this space is smaller, and therefore pressure 
symptoms appear earlier. Aside from that, Sauer- 
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bruch believes that the brain in itself has a varying 
biological power of reaction, and that every brain 
has a varying reaction to the various diseases. Un- 
doubtedly, the increased production of spinal fluid 
is an important factor, but in no case is it produced 
by mechanical stasis. It is also certain that at 
necropsies one not rarely encounters such a marked 
increase in volume that the brain can later hardly be 
brought back into the skull cap. The idea of swelling 
of the brain is not yet clarified; at any rate, there is 
no edema of the cerebral substance. There may be 
colloidophysicochemical forces in play. It is not 
the size of a tumor or the amount of the pressure that 
is decisive in cerebral pressure, but the site. 
(FRANZ). Louts NeuweEtt, M.D. 


Bohren, D.: Contributions to the Question of the 
Fate of Patients with Injury of the Skull 
(Beitraege zur Frage des erwerblichen Schicksals 
der Schaedelverletzten). 1936: Zurich, Dissertation. 


In a laborious and comprehensive report the 
author presents an accounting covering the estab- 
lishment of an accident insurance department by the 
Swiss Institute with special reference to sufferers 
from skull injuries. Incidentally, this report is a 
valuable contribution to the question of the eventual 
fate of these persons. 

The article starts with a rough sketch of the 
present status of scientific and emergency surgery in 
brain injuries. The author builds his arguments upon 
the fundamental arrangements as found in Reich- 
ardt’s Manual of Accident-Therapy (Reichardt’s 
Handbuch der gesamten Unfallheilkinde); then he 
mentions Naegeli’s hypothesis of encephalics, which 
is as yet an uncertain and wavering theory; and 
finally he considers the important results of Juillard’s 
follow-up examinations concerning the habits of pa- 
tients with injury of the skull. Juillard’s results 
spurred the author on to evaluate the results of his 
own follow-up examinations. The current standards 
and practice of the Swiss Accident Insurance Insti- 
tute as published by Pometta are quoted. The pa- 
tients seen from 1922 to 1926 who received compen- 
sation in a lump sum or as a permanent annuity 
during nine years were examined and reéxamined. 
The number of skull injuries occurring during the 
years mentioned was about the same, varying from 
2.6 to 3.05 per cent, but a remarkable decrease in the 
number of the fatal cases during the several years 
was noted; the number of survivors increased from 
52 to 61 per cent. Whether the treatment was re- 
sponsible for this difference cannot be determined 
at this late date. Of the survivors, fully two-thirds 
were completely healed and presented no perceptible 
invalidity. The majority (88 per cent) of the fatal- 
ities occurred immediately following the injury, up 
to the eighth day. Anyone living at the end of one 
week after the injury in all probability will continue 


20 





~— 46 Fo ms wees A . TH HF ewe SO 


Qe OO Re 


kd 


> WwW 


Nea NOA NM WwWmD Ww 


noo -—- Ww 


SURGERY OF THE 


to live. Complications are minor causes of fatalities; 
meningitis was the cause of death in 3 per cent. 
Ninety of the injured that could be located in Lu- 
cerne and its vicinity were subjected to follow-up 
examinations according to the method of Juillard. 
These were visited personally by the author in their 
own environments during the years from 1933 to 
1936 in order that they could be approached in a 
more human or social manner, and a clear judgment 
obtained of their complaints and of their appear- 
ances. The majority were in the older age groups. 
According to the diagnoses, during 1922 to 1926 
when roentgen pictures were not taken often, frac- 
tures of the vault were noted in 39 patients, of the 
base of the skull in 49, and of both, in 2. Sixty-seven 
of the cases were annuity and 23 weres ettled cases. 
In the 67 annuity cases 14 (20 per cent) of the 
patients were entirely free from all complaints; 24 
(36 per cent) stated they were greatly benefited; 
22 (33 per cent) stated that their condition remained 
unaltered; and 7 (11 per cent) complained of being 
in a worse condition. In 4 of the last group of 7, dis- 
tinct pathological entities independent of the acci- 
dents were found. The basal fractures apparently 
showed the better end-results. As a whole, the ratio 
of the patients who were benefited to those not bene- 
fited or those who were presenting progressively 
serious conditions was 38 to 29. Of 9 injured persons 
afflicted with epileptic seizures 5 were entirely free 
from attacks; 1 had less frequent attacks; and only 
3 experienced no difference in their condition. The 
prognosis of traumatic epilepsy, accordingly, is not 
so unfavorable. Of the 23 paid-off patients 12 were 
completely free from symptoms and 11 were sub- 


stantially benefited. These results prove the accu- 
racy of judgment on the part of the Swiss Accident 


Insurance Institute. Fifty-five per cent of all in- 
sured patients, receiving annuities or given cash 
settlements, were totally or partially employed in 
their normal vocations; 24 per cent in new occupa- 
tions; and 21 per cent were unemployed either be- 
cause of total disability or the scarcity of jobs. The 
number rendered totally disabled by accidents cor- 
responded exactly with the figures of Juillard, viz., 
10 per cent. In only 2 of the 67 annuity cases was the 
compensation too little; in 8 cases based upon re- 
examination it was too great; in the remaining 57 it 
was very fair. The paid-off employes altogether 
could be returned to their normal employment in a 
very short time. The fact that the injured improved 
as a result of the training emphasized by Juillard 
could be wholly and completely corroborated. In 
conclusion, the results of the 90 follow-up examina- 
tions of the skull in the fracture cases was given in 
detail. (WaANKE). Marmias J. SEirert, M.D. 


Sjéqvist, O., and Kessel, F. K.: Subdural Hema- 
toma (Ueber das subdurale Haematom). 61. Tag. d. 
deutsch. Ges. f. Chir., Berlin, 1937. 


The authors reported their experiences with 23 
subdural hematomas observed at the Stockholm 
Neurosurgical Clinic under Olivecrona and the Mu- 
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nich Surgical Clinic under Magnus. Recent investi- 
gations, also studies of their own material, have 
demonstrated that there are hardly any differences 
either clinical or histological between so-called pachy- 
meningitis hemorrhagica interna and chronic sub- 
dural hematoma. Trotter had expressed this view in 
1914. Cushing and Putnam in 1925 could find only 
slight histological differences. Griswold and Jelsma 
then definitely expressed the opinion that chronic 
subdural hematoma and pachymeningitis hemor- 
rhagica interna are thesame condition both clinically 
and pathologically. Trauma is of considerable im- 
portance in the development of subdural hematoma; 
however, it may be comparatively harmless. Frac- 
tures occurred only four times, in the authors’ mate- 
rial. The hemorrhage into the subdural space occurs 
only once and is apparently final. The further en- 
largement of the hematoma results from osmosis, as 
the brilliant experiments of Gardner, the American 
investigator, have demonstrated. Of the 23 patients 
reported by the authors 21 were males, equally 
divided in all age groups from the first to the sixth 
decade. A-definite history of trauma could be estab- 
lished in 14 cases, approximately two-thirds of all 
the cases. Chronic alcoholism and hypertension 
were observed in 2 cases. The so-called free interval 
varied from several hours up to nine months, with an 
average of forty-two days. The symptoms of sub- 
dural hematoma are first, cerebral manifestations 
such as headache, vomiting, stupor, and delirium. 
These general symptoms may progress till a state of 
coma is reached. In late cases one observes papil- 
ledema and slowing of the pulse. In the 23 cases of 
the authors, stupor occurred in 19, headache in 17, 
vomiting in 11, and edema of the optic disc in 12. 
In 3 cases there was some doubt whether edema had 
occurred. Mental disturbances, especially stupor, 
are the most frequent symptoms of subdural hema- 
toma. The following changes may occur as local 
reactions: comparatively mild pareses, which may be 
homolateral; convulsions, ophthalmoplegia, nystag- 
mus, and disturbances in sensation. The spinal fluid 
at times shows xanthochromia. The diagnosis is 
established by eliciting a history of trauma to the 
skull, followed by a free interval frequently of con- 
siderable extent and then the occurrence of severe 
headaches, psychic disturbances, and, eventually, 
edema of the optic disc, as the main symptom. In 
late cases the clinical differentiation of subdural 
hematoma from brain tumor and brain abscess is 
frequently impossible. The therapy of subdural 
hematoma. consists in surgical removal. A trepana- 
tion is usually not demanded. According to the sug- 
gestions of MacKenzie, Flemming and Jones, Naff- 
ziger, and others, simple drainage through a drill 
opening may be sufficient. If this procedure is inad- 
equate to empty the hematoma completely, osteo- 
plastic surgery may be tried. The postoperative 
course is frequently stormy and complicated. The 
prognosis is favorable. Of the authors’ 23 patients 
only 1 died, two days after operation, from hyperther- 
mia. The follow-up examination of patients more 
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than two years after operation showed that all were 
well and working. The original article is accom- 
panied by illustrations. Jacos E. Krern, M.D. 


Frazier, C. H., Alpers, B. J., Pendergrass, E. P., and 
Chamberlin, G. W.: The Effects of Irradiation 
on Gliomas. Am. J. Roentgenol., 1937, 38: 203. 


Thirty cases of glioma in which histological speci- 
mens were available before and after irradiation were 
selected for this study. The types of glioma were 
distributed as follows: medulloblastoma 12; glioblas- 
toma multiforme 7; astrocytoma 6; ependymoma 2; 
oligodendroglioma 3. The cases were subdivided 
into a group which received inadequate treatment, 
less than 1,000 roentgens; a group which received 
moderate treatment, from 1,000 to 2,000 reentgens; 
and a group which received adequate treatment, 
more than 2,000 roentgens. The average daily dose 
delivered was approximately between 120 and 125 
roentgens measured in air. Treatment was started 
with a single administration of 50 roentgens, and the 
dose was increased by 25 roentgens per day. The 
daily treatment was increased to 200 roentgens as 
this amount could be tolerated. 

Of the 12 medulloblastomas, 5 showed either a 
moderate or marked response to irradiation, 5 a mild 
response, and 2 no response at all. The changes were 
visible largely in the cells. Next to the tumor cells 
the connective tissue showed most change; in 8 of the 
12 cases the stroma was definitely increased in the 
tumor after irradiation. Relatively few changes 
were found in the vessels themselves. While these 
tumors are radiosensitive, in no instance did the au- 
thors find them completely or nearly completely 
destroyed by irradiation. The amount of tumor tis- 
sue affected by irradiation was estimated at one- 
fourth or one-fifth. From their data the authors are 
convinced that these cases have been under-irradi- 
ated, particularly from the standpoint of the quan- 
tity of radiation delivered during each series of treat- 
ment and the interval between the respective series. 





Destruction of the most radioresistant cells and in- 
hibition of cell regeneration can be attained only by 
using the maximum number of skin portals, by treat- 
ing each portal to the limit of skin tolerance, and by 
maintaining the shortest possible interval between 
the series of treatments. 

Seven tumors of the glioblastoma multiforme type 
were studied, and it was concluded that from the 
radiation standpoint 4 cases were adequately treated, 
2 were treated moderately well, and 1 was inade- 
quately treated. Only 4 of the tumors revealed a 
histological response and this was only of a mild de- 
gree. Three revealed no evidence whatever of re- 
sponse to irradiation. In these tumors it is essential 
to deliver a “skin tolerance” dose of radiation 
through as many as 4 or 5 portals. The time interval 
between the series of treatments may be longer than 
that advisable for the medulloblastomas. 

Of the 6 astrocytomas studied 3 showed a good 
response to irradiation. The response of 2 was quite 
striking; they developed into more mature forms. 
The authors concluded that some astrocytomas are 
radiosensitive, at least in some degree. This is true 
particularly of the tumors in this group which are not 
fully matured. Irradiation appears to be indicated 
for these tumors. It is concluded that these tumors 
should have a much larger dose at each series of 
treatment than has been given previously. Prob- 
ably doses of from 2,000 to 2,400 roentgens can be 
given safely through each of several portals in most 
cases. 

Two cases of ependymoma showed marked changes 
after irradiation. The changes involved the cells and 
stroma. Both cases assumed a more benign charac- 
ter under the influence of irradiation. Each case re- 
ceived a tumor dose greater than 4,000 roentgens. 

In none of the 3 oligodendrogliomas studied was 
there any postirradiation finding which could be 
attributed to radiation. For all practical purposes 
these tumors may be regarded as radioresistant. 

HAROLD OcusNER, M.D. 

















CHEST WALL AND BREAST 


Dawson, E. K., and Shaw, J. J. M.: Mammary 
Cancer with Generalized Telangiectatic Car- 
cinoma (Carcinoma Erysipelatodes). Brit. J. 
Surg., 1937, 25: 100. 

Mammary cancer with generalized telangiectatic 
carcinoma has been variously described as carci- 
noma erysipelatodes, erysipelas carcinomatosis, car- 
cinoma telangiectaticum, malignant lymphangitis, 
inflammatory cancer, and miliary carcinosis. The 
condition is apparently always primary in the breast, 
but the characteristic picture of reddened, erysipelas- 
like’skin, the frequent error in diagnosis, the exten- 
sive and progressive cutaneous involvement, and 
the rapidly fatal termination have raised the ques- 
tion whether the condition should be regarded as a 
clinical and histological entity rather than a late or 
special manifestation of mammary carcinoma. 

These authors have made routine examinations of 
more than 400 cases of mammary carcinoma in the 
Edinburgh Royal Infirmary, and found 8 cases 
which belong to this type. The age of the patients 
ranged from thirty-eight to seventy-three years. 
Three patients developed bilateral breast tumors. 
No case was associated with pregnancy or lactation. 
Death occurred in 4 cases within seven menths of the 
first symptom; 2 cases are very recent. Of all these 
cases 1 appeared especially worthy of record because 
it provided an opportunity for the observation of 
the progressive clinical picture and for the examina- 
tion of biopsy and autopsy tissues in detail. 

The patient, a married woman aged forty-seven 
years, had attacks of ‘“‘neuralgic pains in the left 
side of the neck after sitting in a draft.”” She had 
applied mustard to the area, which became red but 
did not blister. The color slowly grew less vivid but 
persisted. Three months later small deep purplish 
raised areas appeared near the center of the reddened 
zone, and after a few more months the whole original 
site of the mustard application became raised above 
the level of the surrounding skin and showed lateral 
extension. Eight months later similar red patches 
appeared on both breasts with swelling and pain in 
the breasts. After another month the right arm be- 
came swollen, and lumps appeared in the axilla and 
above the clavicle. At this stage she consulted a 
doctor for the first time. Biopsy material was ob- 
tained from the lesion on the neck and from the 
axilla, She was then treated by irradiation, which 
was locally effective. She died suddenly one year 
and eight months after the first indication of trouble. 

The autopsy showed a tumor growth in both 
breasts, the right pectoral muscles, the right lung 
and pleura, pericardium and epicardium, larynx and 
esophagus, gastric serosa, liver, gall bladder, pan- 
creas, both suprarenal glands, urinary bladder, 
vagina, piarachnoid, and lymph nodes in numerous 
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areas. There was also extensive involvement of 
much of the skin of the thorax, face, and upper 
limbs. 

The histological examination of the biopsy tissue 
from the skin of the neck showed hemangioma-like 
areas with greatly dilated vessels below a thin and 
bulging epidermis. These vessels contained masses 
of tumor cells and were considered, from their 
anatomical distribution and contents, to be branches 
of the terminal blood capillary loops of the skin 
papillas. The type of cell was squamoid rather than 
squamous, and did not necessarily indicate an epi- 
dermal primary growth. No thrombosis was seen in 
these invaded capillaries. The endothelial cell lining 
was intact in the less dilated vessels, but had disap- 
peared in the more distended vessels. Examination 
of the biopsy tissue from the axillary lymph node 
showed that the lymphoid tissue was almost com- 
pletely replaced by a malignant growth of a simi- 
lar squamoid cell type accompanied by dense fibrous 
tissue. 

The histological examination of the skin at 
autopsy showed a varied microscopic picture. Some 
areas showed multiple small nodules of dilated 
tumor-filled capillaries surrounded by granulation 
tissue similar to those in the biopsy picture; others 
showed nodules with little pericapillary stroma pro- 
liferation, or hemorrhages and fibrosing perivascular 
connective tissue which had caused partial or com- 
plete destruction and disappearance of both tumor 
and blood cells from the lumen. Thrombosis was 
rare and present only in the larger vessels. Skin 
from the neck showed invasion of the lymph vessels 
and veins in the muscle substance as well as involve- 
ment of the skin itself. The right breast showed the 
tumor growth as a malignant intraductal cell pro- 
liferation in numerous small ducts surrounded by 
much elastic tissue, as well as extensive invasion 
of the corpus mammz. Lymph vessels, capillaries, 
and small arteries were also invaded. The left breast 
showed no primary tumor but extensive malignant 
spread which was considered metastatic. The right 
pectoral muscles, the right visceral pleura, and the 
right lung itself showed tumor nodules as well as 
invasion of the lymph and blood vessels. The larynx, 
trachea, and esophagus showed no actual nodules 
but extensive invasion of the lymph and blood 
vessels. The epicardium showed a localized area of 
malignant invasion. In the liver and the suprarenal 
glands there were emboli of tumor cells in the vessels. 
The pancreas presented small nodules of malignant 
cell infiltration and also massive invasion of the 
blood and lymph vessels. In the vaginal wall there 
was a nodule of tumor cells. All of the lymph 
nodes examined showed loss of normal architecture 
caused by extensive replacement of the lymphoid 
tissue by malignant growth. 

J. DanteEL Wittens, M.D. 





TRACHEA, LUNGS, AND PLEURA 


Robin, I. G., and Mann, W. N.: Carcinoma of the 
Trachea. Guy’s Hosp. Rep., Lond., 1937, 87: 318. 

This is a report of a case of carcinoma of the 
trachea in a man fifty-eight years old who had 
symptoms of severe respiratory distress over a 
period of twenty-four hours, following a severe fit of 
coughing. For about ten days he had suffered from 
dyspnea, aphonia, and aphagia. For two months he 
had a persistent cough which produced a clear 
mucoid sputum. On examination there was embar- 
rassment of the respiration with inspiratory stridor, 
and pale cyanosis. The mouth and pharynx were 
normal but the glottis was widely open, and there 
could be seen a large black sloughing mass in the 
subglottic region extending over the anterior and the 
left walls of the trachea and reaching up to the level 
of the true vocal cords. There were no enlarged 
lymph nodes in the neck, and the thyroid gland 
appeared to be normal. The immediate diagnosis 
was subglottic obstruction of uncertain cause. The 
immediate treatment consisted of placing the patient 
in a steam tent. Great improvement and relief 
followed, but four days later the patient suddenly 
collapsed with signs of cardiac failure and died. 

On post-mortem examination the esophagus and 
the larynx including the vocal cords appeared 
healthy. The first 5 mm. of the trachea were normal, 
but immediately below this level there was found a 
large ulcer, roughly circular in shape and about 2.5 
cm. in diameter. It was situated on the anterior wall 
and extended into both lateral walls of the trachea. 
It did not obstruct the air passage. The ulcer was 
shallow with a hard, irregular and friable floor. The 
tracheal cartilages were partly destroyed in front, 
and the left lobe of the thyroid gland was infiltrated 
by direct extension of the growth. The pretracheal 
fascia was complete and not infiltrated; there was 
no involvement of the cervical lymph nodes. 

Microscopic section showed a well differentiated 
squamous-cell carcinoma, containing a few typical 
cell nests. Immediately below the vocal cords the 
columnar type of epithelium was found, but this 
rapidly gave way to the transitional type of epithe- 
lium and then to the squamous type. 

J. DANIEL Wittems, M.D. 


Myers, B.: Gaucher’s Disease of the Lungs. Brit. 
M. J., 1937, 2: 8. 


The patient was a girl aged two years and seven 
months who was admitted to the Royal Waterloo 
Hospital on September 16, 1931. The liver was 
enlarged and the spleen much enlarged; the red 
blood corpuscles numbered 800,000 per c. mm. and 
the white 3,100; the hemoglobin was 19 per cent. 
A diagnosis of Gaucher’s disease was made and 
splenectomy was performed three days after admis- 
sion. A perfect recovery followed and in four 
months the blood count was normal. 

During April, 1932, the patient was readmitted 
with a diagnosis of osteomyelitis of the lower end 
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of the right femur, and operation was performed. 
The author believes it was an invasion by Gaucher 
cells and not osteomyelitis. 

During the next two years gradual atrophy of 
the bodies of about 7 dorsal vertebre developed, 
which was obviously due to the Gaucher process. 

The next year the lower end of the left femur 
had an acute flare-up which was diagnosed as 
Gaucher’s disease. No operation was done. The 
condition healed. 

In August, 1935, the child was readmitted with 
a chest condition which proved to be Gaucher’s 
disease although repeated examinations of the spu- 
tum failed to disclose Gaucher cells in the remainder 
of the time that the child lived. 

The liver became greatly enlarged and during 
1936 various nervous manifestations developed. 
Death took place on January 15, 1937, and a partial 
necropsy verified the diagnosis of Gaucher’s disease. 

The pathological report and a commentary on 
the findings are given. 

The affection of the lungs by this disease must 
be extremely rare, for the only other definite case 
so far noted is quoted in the French literature. 

The most recent views on the pathological chem- 
istry of Gaucher’s disease are stated. 

Photomicrographs are reproduced in a special 
plate. Car R. STEINKE, M.D. 


Bérard, L., Dargent, M., and Francillon, J.: Clei- 
dectomy, Supplementary Operation to Thorac- 
oplasty in the Surgery of Pulmonary Tuber- 
culosis (La cléidectomie, opération complémentaire 
de la thoracoplastie dans la chirurgie de la tuber- 
culose pulmonaire). Arch. méd.-chir. de l’appar. 
respir., 1937, 12: 122. 


When the first thoracoplasty was done in France 
in 1913 by Bérard and Dumarest, collapse of the 
apex of the lung was obtained by partial resection of 
the upper three ribs through an anterior incision and 
by resection of the inner third of the clavicle. 
Thirteen years later the patient was apparently 
well, had no functional disability, and was working 
as a diver. From 1913 until recently little attention 
had been paid to resection of the clavicle in associa- 
tion with thoracoplasty as it was considered a 
needless procedure. In 1935 Fiolle and Carcassonne 
again brought up the subject for discussion and 
pointed out its advantages. Acquaviva has declared 
his enthusiasm for it and Cahen has pointed out the 
value of isolated resection of the clavicle in the 
treatment of certain old fractures with pseud- 
arthrosis. 

After a careful study of the problem from anatom- 
ical and surgical standpoints, the authors conclude 
that resection of the inner third of the clavicle 
facilitates the approach to the upper ribs through 
the posterior route, and allows for greater lateral 
collapse of the lung as the scapula can fall in closer 
to the vertebral column. When the muscular attach- 
ments of the scapula are left intact no functional 
disability follows, but the operation as an independ- 
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ent procedure has no value in collapse therapy. 
However, when it is combined with posterior 
thoracoplasty it seriously interferes with the equi- 
librium of the shoulder. With modern techniques 
for thoracoplasty adequate collapse can be obtained 
without the aid of cleidectomy. 

Cleidectomy as an independent operation might 
be considered an aid to give more room for an intra- 
thoracic intervention or for re-operation by the 
anterior route for removal of re-ossified ribs in an 
attempt to cause an elective collapse of the Monaldi 
type. As a supplementary operation to posterior 
thoracoplasty it is perhaps needless, and certainly 
disturbs the equilibrium of the shoulder. 

Ricwarp H. Means, Jr., M.D. 


Durand, H.: Abscess of the Lung. Putrid Abscess. 
(Les abcés du poumon. Les abcés putrides). Arch. 
méd.-chir. de Vappar. res pir., 1937, 12: I. 


The first type of acute putrid abscess is that in 
which there are small multiple putrid abscesses 
occurring in one or more lobes of the lung as a result 
of a bronchopneumonic process. The second type 
shows only one or more large abscesses which may 
attain a size as large as an orange. Their form is 
very irregular, often with smaller areas branching 
off from the main cavity. The interior is filled with 
a thick, sticky, yellowish-gray, or yellowish-brown, 
liquid having a very offensive odor. From patients 
who have been checked by repeated roentgenograms 
it is apparent that such abscesses may make their 
appearance in a consolidated area with great rapid- 
ity. Several protocols are given to illustrate the 
pathological and microscopic changes in the lungs. 
These changes are shown further by photographs 
and photomicrographs. 

Examination of the sputum from such patients 
shows anaerobic organisms of many varieties. Along 
with these anaerobes are found many spirochetes 
and fusiform bacilli, Many authors have stated 
that the necrotic process is initiated by the spiro- 
chetes and the anaerobes are secondary invaders. 
Due to the diversity of opinion on the subject and 
the impossibility of experimentally reproducing 
putrid pneumonia caused by spirochetes, Durand 
believes that a definite conclusion cannot be drawn 
at this time. Mars# W. Poote, M.D. 


Durand, H.: Abscess of the Lung. The Pyosclerotic 
Type (Les abcés du poumon. Les pyo-scléroses). 
Arch. méd.-chir. de Vappar. respir., 1937, 12: 81. 


The progressive purulent excavation of abscess 
cavities with eventual death is not in all cases the 
history of these lesions. Other end-processes may be 
organization of the abscess and sclerotic fixation of 
the affected lung tissue without complete excava- 
tion. 

The author describes at some length the prepara- 
tory phase of the abscess in the sclerosing process, 
beginning, as it does, with a degree of cleansing of 
the cavity, followed progressively by a ‘white 
pneumonia” and a “gelatinous pneumonia.” On 
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histological study the wall will show many areas of 
miliary abscesses, but simultaneously with their 
development a sclerosing, fibrous tissue reaction 
takes precedence throughout the entire abscess area, 
so that the purulent softening usually thought of in 
lung abscesses is progressively made less likely. A 
section of the report is devoted to gross and micro- 
scopic descriptions of the organized, sclerotic ab- 
scesses, various types of which may be: (a) a fairly- 
well organized abscess with a progressively expand- 
ing sclerosis; (b) an organized abscess with a 
combination of scar tissue, pus, and necrotic lung, 
a truly pyosclerotic abscess; (c) an abscess exhibit- 
ing atrophic sclerosis with large cavity formation 
and extensive loss of lung tissue; (d) a diffusely 
pox-like, sclerotic lung with generalized bronchial 
dilatation; (e) chronic, excessively large abscess cavi- 
ties with sclerotic walls which occupy perhaps an 
entire lobe. Joun Martin, M.D. 


Durand, H.: Abscess of the Lung (Les abcés du 
poumon). Arch. méd.-chir. de appar. respir., 1937, 
12: 169. 


From his study of pulmonary abscesses, Durand 
concludes that such abscesses originate in a focus or 
multiple foci of necrosing pneumonia, which often 
involve a large part of a lobe of the lung or the whole 
lobe. Suppuration occurs in the necrotic tissue, and 
a process of sclerosis sets in around the areas of 
necrosis and suppuration or the abscess cavity, or 
cavities. Coughing may throw infected particles 
into the bronchi, which may thus reach the terminal 
bronchioli and originate new areas of necrosis and 
suppuration. In this way the entire lung or the 
greater portion of it may be destroyed. 

The author points out that there is a great deal of 
resemblance between various types of pulmonary 
abscess and certain forms of pulmonary tuberculosis. 
The small localized abscess that heals spontaneously 
resembles the small foci of tuberculosis that cicatrize. 
The rapidly spreading necrosing pneumonia with for- 
mation of large abscesses resembles caseous tuber- 
culosis with the formation of large cavities and 
rapidly fatal termination. In both instances the 
sclerotic process is inhibited and is of a very slight 
degree. Necrosing pneumonia that occurs in succes- 
sive attacks with the formation of multiple, well 
defined abscess cavities resembles fibrocaseous tuber- 
culosis, which also shows periods of remission and 
exacerbation, and in which there is also a combina- 
tion of caseation and sclerosis. There is one dif- 
ference that should be noted; the sclerosis in tuber- 
culosis of this type is always associated with an in- 
crease in the elastic fibers; but this does not occur in 
non-tuberculous abscess formation. In some respects 
pulmonary abscess also resembles syphilis of the 
lung; both cause destruction of tissue, one by necrosis 
and the other by gumma formation; in both there is 
a marked tendency to sclerosis. 

Gangrenous abscess of the lung may also be asso- 
ciated with tuberculosis; in such cases either tuber- 
culosis may complicate an abscess in the process of 
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its formation or an abscess may develop in a lung 
that is the site of a tuberculous lesion. The two 
lesions may be definitely separated from each other, 
and in different areas of the lung; or miliary tuber- 
culous lesions may develop in the area of necrosis. 
In cases of the first type both the tubercle bacillus 
and the anaerobic organisms and spirilla causing the 
abscess may be present in the sputum. 

Bronchiectasis may be associated with pulmonary 
abscess, and this association may be of various types. 
In one type the abscess formation is a complication 
of, and is secondary to, the bronchiectasis. The ab- 
scess formation is due to an invasion of the paren- 
chyma by infected secretions from the dilated 
bronchi. In such cases the abscess is in the imme- 
diate vicinity of the bronchus and may communicate 
with it by a small fissure; or the infection may have 
involved the parenchyma without any destruction 
of the bronchial wall. 

In other cases the abscess may coexist with bron- 
chiectasis, but not be in definite relation with it; it 
may be in an entirely different area of the lung. In 
such cases, the abscess formation is due to an in- 
fected embolus from the dilated bronchus. 

In still another type, the bronchiectasis and the 
abscess develop simultaneously as the result of a 
subacute bronchial infection. The lesion is charac- 
terized by the presence of an abscess, bronchial 
dilatation, and plaques of sclerosis, and a subacute 
course. Various American authors designate this le- 
sion as bronchiectatic abscess. The bronchial origin 
of the abscess is evident in such cases. At autop- 
sy it is often difficult to distinguish this type of 
lesion from the first type in which an abscess forma- 
tion in the parenchyma of the lung complicates a 
bronchiectasis of longer standing. A study of the 
clinical history is necessary to establish the correct 
pathological diagnosis. ALICE M. MEYERs. 


Brulé, M., Hillemand, P., and Gaube, R.: Air 
Cysts of the Lungs (Les kystes aériens du poumon). 
Ann. méd.-chir., Par., 1937, 2: 149. 

There are three different types of congenital cyst 
of the lung. 

1. Cysts that are small or of moderate size. 
These are generally multiple and represent a true 
cystic disease of the lung, analogous to cystic disease 
of the kidney. There may be many of them scat- 
tered over both lungs. They are often latent clini- 
cally and diagnosis can be made only by roentgen 
examination. They show round cavities filled with 
air and surrounded by a delicate line cr sometimes a 
double outline. The normal lung outline cannot be 
seen if there are many cysts. These cysts may or 
may not be permeable to lipiodol. They may become 
manifest later from infection and the patients may 
suffer hemoptysis. Sometimes there are only one or 
two cavities with classical dilatation of the bronchi. 
Their clinical and roentgen pictures and their course 
differentiate them from tuberculous cavities. 

2. Giant cysts or balloon cysts, simulating 
pneumothorax. Diagnosis is possible from a minute 





observation of the roentgen picture and the course 
of the disease. The absence of any signs of tubercu- 
losis, the abnormal chronicity of the condition, and 
persistence of the cyst without any change testify 
against pneumothorax. It is important to make the 
diagnosis as puncture is absolutely contra-indicated 
in these cases. 

3. Suppurating cysts which show the clinical pic- 
ture of bronchopulmonary suppuration with a cyst 
containing air and fluid, the exact diagnosis of which 
is very difficult. Pneumotomy with drainage is indi- 
cated and sometimes diagnosis is made only on 
operation. 

These different types of congenital cysts of the 
lung must be differentiated from secondary pseudo- 
cystic formations which may result from the trans- 
formation of bulle2 of emphysema or different 
processes, chief among them being obstructive 
emphysema. 

Pathological examination of the walls of the cysts 
shows tissue of the bronchial type. The cysts are 
therefore embryonic dysplasias, often associated 
with other congenital malformations. They are also 
familial. A case is cited in which six members of a 
family had congenital lesions of the thorax, lungs, 
pulmonary artery, and vascular system. Two of the 
family had gas cysts of the lung. 

These cysts therefore belong in the same category 
as dilatations of the bronchi, the congenital origin of 
which has been proved beyond doubt in many cases. 
They are only different degrees of malformations of 
the same origin. The moderate stage of ordinary 
bronchiectasis is the one most frequently seen by 
the clinician. Auprey Goss Morean, M.D. 


HEART AND PERICARDIUM 


Fischer, H.: A Procedure for Decortication of the 
Heart in Callous Pericarditis (Zur Durchfuehrung 
der Herzentrindung bei schwieliger Perikarditis). 
61. Tag. d. deutsch. Ges. f. Chir., Berlin, 1937. 


Further development in this field of surgery will be 
possible only when the surgeon pays more attention 
than formerly to the physiological and clinical phe- 
nomena, the interpretation of which affords guidance 
in the operative procedure and determines the result. 

It must be understood that even for the exposure 
of the organ, conditions are entirely different from 
those in a case of injury to an otherwise healthy 
heart. The cardiac muscle is injured through a high 
degree of inactivity, if through no other cause; fur- 
thermore, the decortication greatly alters conditions. 
Care must therefore be taken to avoid adding any 
extra burden to the heart. 

For this reason the author long ago abandoned 
absolutely the practice of cutting a large window in 
the thoracic wall. In addition to increasing the 
operative trauma, this procedure decreases the suc- 
tion function of the thorax and makes respiration diffi- 
cult, and thereby reacts injuriously on the work of the 
heart. Besides, it is entirely unnecessary, since it is 
possible to obtain a wholly sufficient exposure for 
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control by the eye with a method that causes less 
damage and produces a minimum of disturbance 
in the physiological unity of circulation and respira- 
tion. 

The idea that a large thoracic window is a protec- 
tion against recurrence caused by fresh adhesions is 
wholly without foundation. 

If decortication is thoroughly carried out, the 
organ will not again become imbedded in indurations. 

It is absolutely necessary to avoid injury to the 
pleura and mediastinal space, such as easily occurs 
with extensive fenestration of the thoracic wall. 

Pneumothorax casts a heavy load on the circula- 
tion of a patient whose heart is in this condition. 

In the decisive phase of the operation, the decor- 
tication itself, the heart muscle is brought under 
greatly altered physiological conditions. The re- 
moval of the masses of callus embracing the heart 
induces changes in the metabolism and creates a 
certain tendency to edema in the musculature which 
has long been largely inactive. The liberation of the 
organ causes an increase in the functional demands 
made upon it. 

These changes in the physiological conditions and 
function of the heart, together with the large amount 
of added work thrown on it, require full considera- 
tion in planning the operative procedure. 

The viewpoints which should guide this procedure 
are comparable with those which prevail in brain 
surgery. Here, too, dangerous fluctuations threaten, 
caused not alone by the changed physiological condi- 
tions in the heart muscle but above all by the func- 
tional demands on the organ. 

The freeing of the heart from its mantle of callus 
is therefore to be carried out a little at a time with 
intentional slowness, so that the organ may accustom 
itself gradually to the changed conditions as decor- 
tication proceeds. 

To meet the requirements outlined above, the 
author recommends his “two-stage decortication.” 
The operative procedure is as follows: 

First, no large thoracic window is cut. The 
mediastinum is exposed in the region of the space 
that is free of pleura by removal of the attachments 
of the fifth and sixth ribs and half of the adjoining 
sternum. Through this opening, the pleura is cau- 
tiously pushed aside. This can be easily accom- 
plished toward the thoracic wall by working under 
the protection of the transverse thoracic muscle. 

Next the attachment of the fourth rib is likewise 
removed with the corresponding part of the sternum 
and, step by step, the removal of the ribs is carried out. 

There is usually no difficulty about detaching the 
pleura from the pericardium, because, as a rule, it 
is thickened with indurations. If difficulties are 
encountered, however, the pleura should not be 
wrenched loose from the indurated field by force, 
but the adherent areas and superficial layer of 
underlying callus should be cut away together. 

A tear of the pleura must be avoided at all costs. 

If extensive inseparable pleural adhesions are 
present a procedure is recommended such as needs 
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no special description in combination with the “‘two- 
stage decortication.”’ 

This two-stage decortication has its basis in the 
following observed data: After the pericardial callus 
has been divided, one sees the divided callus open 
and widen out in the manner of a fissure as the heart 
presses out against it. It is then frequently believed 
that the muscular wall has been reached. As one 
proceeds one finds that this is a layer lying between 
the outer pericardial and the epicardial portion of 
the callous mantle. If now the whole layer of callus 
is removed down to the heart muscle, there is a 
sudden freeing of the muscle, which bulges out, 
often to a dangerous degree. The immediately ap- 
pearing marked acceleration and irregularity of the 
heart’s action show the disturbances produced by 
this sudden release. The danger of over-stretching 
threatens. 

To avoid these dangerous sudden changes of pres- 
sure, the outer layer of callus must first be removed 
by itself. This removal is effected with comparative 
ease, and often blunt means alone are sufticient to 
lift the outer layer in toto away from the deeper layer. 

If it had been found impossible to displace the 
pleura, it can now be left in connection with this 
layer of the callus. 

The loosening of this upper layer begins in the 
region of the right ventricle. Under gradual enlarge- 
ment of the window in the wall of the thorax, the 
separation is continued toward the left, till the left 
half of the heart lies free. 

Now the removal of the deep, epicardial callous 
layer is begun and continued from this point to the 
right ventricle. 

To achieve a lasting result, it is well worth while 
to free the right ventricle as well as the left from its 
mantle of callus. The danger of overstretching in the 
region of the right ventricle, which was feared in the 
case of damaged heart muscle, is without doubt much 
diminished by this procedure of gradual release of 
pressure in two-stage decortication. 7 

After the decortication of the ventricles, a very 
important measure remains to be undertaken, the 
freeing of the base of the heart. 

In his observations the author discovered that a 
hard, constricting band of callus remained above the 
decorticated and forward-pressing ventricles. It was 
clear that it hindered the flow of blood. 

The decortication of the base of the heart is a 
dangerous undertaking, since the thin wall of the 
auricles ruptures easily. The ring of callus around the 
base of the heart can be opened between the auricles 
without danger, if the course of the pulmonary 
artery is followed. 

The author has been able to observe how the ring 
of callus was, as it were, burst apart and the base of 
the heart freed from its constriction. 

In résumé, it may be said that two things stand 
in the foreground as regards the further develop- 
ment of surgery of the heart: the physiologicoclinical 
factors which have to do with the aids to circulation, 
the protection and maintenance of which require at- 
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its formation or an abscess may develop in a lung 
that is the site of a tuberculous lesion. The two 
lesions may be definitely separated from each other, 
and in different areas of the lung; or miliary tuber- 
culous lesions may develop in the area of necrosis. 
In cases of the first type both the tubercle bacillus 
and the anaerobic organisms and spirilla causing the 
abscess may be present in the sputum. 

Bronchiectasis may be associated with pulmonary 
abscess, and this association may be of various types. 
In one type the abscess formation is a complication 
of, and is secondary to, the bronchiectasis. The ab- 
scess formation is due to an invasion of the paren- 
chyma by infected secretions from the dilated 
bronchi. In such cases the abscess is in the imme- 
diate vicinity of the bronchus and may communicate 
with it by a small fissure; or the infection may have 
involved the parenchyma without any destruction 
of the bronchial wall. 

In other cases the abscess may coexist with bron- 
chiectasis, but not be in definite relation with it; it 
may be in an entirely different area of the lung. In 
such cases, the abscess formation is due to an in- 
fected embolus from the dilated bronchus. 

In still another type, the bronchiectasis and the 
abscess develop simultaneously as the result of a 
subacute bronchial infection. The lesion is charac- 
terized by the presence of an abscess, bronchial 
dilatation, and plaques of sclerosis, and a subacute 
course. Various American authors designate this le- 
sion as bronchiectatic abscess. The bronchial origin 
of the abscess is evident in such cases. At autop- 
sy it is often difficult to distinguish this type of 
lesion from the first type in which an abscess forma- 
tion in the parenchyma of the lung complicates a 
bronchiectasis of longer standing. A study of the 
clinical history is necessary to establish the correct 
pathological diagnosis. Aice M. MEvers. 


Brulé, M., Hillemand, P., and Gaube, R.: Air 
Cysts of the Lungs (Les kystes aériens du poumon). 
Ann. méd.-chir., Par., 1937, 2: 149. 

There are three different types of congenital cyst 
of the lung. 

1. Cysts that are small or of moderate size. 
These are generally multiple and represent a true 
cystic disease of the lung, analogous to cystic disease 
of the kidney. There may be many of them scat- 
tered over both lungs. They are often latent clini- 
cally and diagnosis can be made only by roentgen 
examination. They show round cavities filled with 
air and surrounded by a delicate line or sometimes a 
double outline. The normal lung outline cannot be 
seen if there are many cysts. These cysts may or 
may not be permeable to lipiodol. They may become 
manifest later from infection and the patients may 
suffer hemoptysis. Sometimes there are only one or 
two cavities with classical dilatation of the bronchi. 
Their clinical and roentgen pictures and their course 
differentiate them from tuberculous cavities. 

2. Giant cysts or balloon cysts, simulating 
pneumothorax. Diagnosis is possible from a minute 





observation of the roentgen picture and the course 
of the disease. The absence of any signs of tubercu- 
losis, the abnormal chronicity of the condition, and 
persistence of the cyst without any change testify 
against pneumothorax. It is important to make the 
diagnosis as puncture is-absolutely contra-indicated 
in these cases. 

3. Suppurating cysts which show the clinical pic- 
ture of bronchopulmonary suppuration with a cyst 
containing air and fluid, the exact diagnosis of which 
is very difficult. Pneumotomy with drainage is indi- 
cated and sometimes diagnosis is made only on 
operation. 

These different types of congenital cysts of the 
lung must be differentiated from secondary pseudo- 
cystic formations which may result from the trans- 
formation of bulla of emphysema or different 
processes, chief among them being obstructive 
emphysema. 

Pathological examination of the walls of the cysts 
shows tissue of the bronchial type. The cysts are 
therefore embryonic dysplasias, often associated 
with other congenital malformations. They are also 
familial. A case is cited in which six members of a 
family had congenital lesions of the thorax, lungs, 
pulmonary artery, and vascular system. Two of the 
family had gas cysts of the lung. 

These cysts therefore belong in the same category 
as dilatations of the bronchi, the congenital origin of 
which has been proved beyond doubt in many cases. 
They are only different degrees of malformations of 
the same origin. The moderate stage of ordinary 
bronchiectasis is the one most frequently seen by 
the clinician. Auprey Goss Morean, M.D. 


HEART AND PERICARDIUM 


Fischer, H.: A Procedure for Decortication of the 
Heart in Callous Pericarditis (Zur Durchfuehrung 
der Herzentrindung bei schwieliger Perikarditis). 
61. Tag. d. deutsch. Ges. f. Chir., Berlin, 1937. 


Further development in this field of surgery will be 
possible only when the surgeon pays more attention 
than formerly to the physiological and clinical phe- 
nomena, the interpretation of which affords guidance 
in the operative procedure and determines the result. 

It must be understood that even for the exposure 
of the organ, conditions are entirely different from 
those in a case of injury to an otherwise healthy 
heart. The cardiac muscle is injured through a high 
degree of inactivity, if through no other cause; fur- 
thermore, the decortication greatly alters conditions. 
Care must therefore be taken to avoid adding any 
extra burden to the heart. 

For this reason the author long ago abandoned 
absolutely the practice of cutting a large window in 
the thoracic wall. In addition to increasing the 
operative trauma, this procedure decreases the suc- 
tion function of the thorax and makes respiration diffi- 
cult, and thereby reacts injuriously on the work of the 
heart. Besides, it is entirely unnecessary, since it is 
possible to obtain a wholly sufficient exposure for 
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control by the eye with a method that causes less 
damage and produces a minimum of disturbance 
in the physiological unity of circulation and respira- 
tion. 

The idea that a large thoracic window is a protec- 
tion against recurrence caused by fresh adhesions is 
wholly without foundation. 

If decortication is thoroughly carried out, the 
organ will not again become imbedded in indurations. 

It is absolutely necessary to avoid injury to the 
pleura and mediastinal space, such as easily occurs 
with extensive fenestration of the thoracic wall. 

Pneumothorax casts a heavy load on the circula- 
tion of a patient whose heart is in this condition. 

In the decisive phase of the operation, the decor- 
tication itself, the heart muscle is brought under 
greatly altered physiological conditions. The re- 
moval of the masses of callus embracing the heart 
induces changes in the metabolism and creates a 
certain tendency to edema in the musculature which 
has long been largely inactive. The liberation of the 
organ causes an increase in the functional demands 
made upon it. 

These changes in the physiological conditions and 
function of the heart, together with the large amount 
of added work thrown on it, require full considera- 
tion in planning the operative procedure. 

The viewpoints which should guide this procedure 
are comparable with those which prevail in brain 
surgery. Here, too, dangerous fluctuations threaten, 
caused not alone by the changed physiological condi- 
tions in the heart muscle but above all by the func- 
tional demands on the organ. 

The freeing of the heart from its mantle of callus 
is therefore to be carried out a little at a time with 
intentional slowness, so that the organ may accustom 
itself gradually to the changed conditions as decor- 
tication proceeds. 

To meet the requirements outlined above, the 
author recommends his “two-stage decortication.” 
The operative procedure is as follows: 

First, no large thoracic window is cut. The 
mediastinum is exposed in the region of the space 
that is free of pleura by removal of the attachments 
of the fifth and sixth ribs and half of the adjoining 
sternum. Through this opening, the pleura is cau- 
tiously pushed aside. This can be easily accom- 
plished toward the thoracic wall by working under 
the protection of the transverse thoracic muscle. 

Next the attachment of the fourth rib is likewise 
removed with the corresponding part of the sternum 
and, step by step, the removal of the ribs is carried out. 

There is usually no difficulty about detaching the 
pleura from the pericardium, because, as a rule, it 
is thickened with indurations. If difficulties are 
encountered, however, the pleura should not be 
wrenched loose from the indurated field by force, 
but the adherent areas and superficial layer of 
underlying callus should be cut away together. 

A tear of the pleura must be avoided at all costs. 

If extensive inseparable pleural adhesions are 
present a procedure is recommended such as needs 
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no special description in combination with the “two- 
stage decortication.”’ 

This two-stage decortication has its basis in the 
following observed data: After the pericardial callus 
has been divided, one sees the divided callus open 
and widen out in the manner of a fissure as the heart 
presses out against it. It is then frequently believed 
that the muscular wall has been reached. As one 
proceeds one finds that this is a layer lying between 
the outer pericardial and the epicardial portion of 
the callous mantle. If now the whole layer of callus 
is removed down to the heart muscle, there is a 
sudden freeing of the muscle, which bulges out, 
often to a dangerous degree. The immediately ap- 
pearing marked acceleration and irregularity of the 
heart’s action show the disturbances produced by 
this sudden release. The danger of over-stretching 
threatens. 

To avoid these dangerous sudden changes of pres- 
sure, the outer layer of callus must first be removed 
by itself. This removal is effected with comparative 
ease, and often blunt means alone are suflicient to 
lift the outer layer iz toto away from the deeper layer. 

If it had been found impossible to displace the 
pleura, it can now be left in connection with this 
layer of the callus. 

The loosening of this upper layer begins in the 
region of the right ventricle. Under gradual enlarge- 
ment of the window in the wall of the thorax, the 
separation is continued toward the left, till the left 
half of the heart lies free. 

Now the removal of the deep, epicardial callous 
layer is begun and continued from this point to the 
right ventricle. 

To achieve a lasting result, it is well worth while 
to free the right ventricle as well as the left from its 
mantle of callus. The danger of overstretching in the 
region of the right ventricle, which was feared in the 
case of damaged heart muscle, is without doubt much 
diminished by this procedure of gradual release of 
pressure in two-stage decortication. i 

After the decortication of the ventricles, a very 
important measure remains to be undertaken, the 
freeing of the base of the heart. 

In his observations the author discovered that a 
hard, constricting band of callus remained above the 
decorticated and forward-pressing ventricles. It was 
clear that it hindered the flow of blood. 

The decortication of the base of the heart is a 
dangerous undertaking, since the thin wall of the 
auricles ruptures easily. The ring of callus around the 
base of the heart can be opened between the auricles 
without danger, if the course of the pulmonary 
artery is followed. 

The author has been able to observe how the ring 
of callus was, as it were, burst apart and the base of 
the heart freed from its constriction. 

In résumé, it may be said that two things stand 
in the foreground as regards the further develop- 
ment of surgery of the heart: the physiologicoclinical 
factors which have to do with the aids to circulation, 
the protection and maintenance of which require at- 
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tention even in the stage of exposing the operative 
field, and the avoidance of the dangerous variations 
in pressure during the process of decortication. With 
attention to these problems it should be possible to 
reduce greatly the number of failures. Furthermore, 
the decortication can be carried out much more 
thoroughly and fully, which is, naturally, of decisive 
importance for the permanent success of the operation. 
FLORENCE A. CARPENTER. 


Bgggild, D.: Mediastinopericarditis, Fibrous Per- 
icarditis, with Particular Attention to Its 
Surgical Treatment (Fibroese Mediastinoperi- 
karditis (fibroese Perikarditis) mit besonderer 
Beruecksichtigung ihrer chirurgischen Behandlung). 
Ugesk. f. Laeger., 1937, p. 328. 

Fibrous pericarditis is not a particularly rare 
disease. About one-third of the cases have a tuber- 
culous origin, one-third a rheumatic origin, and the 
remainder are of an unknown origin. The condition 
occurs predominantly in later childhood and the 
early years of adult life, but may develop at any age. 
Any case of acute pericarditis can develop into a 
fibrous mediastinopericarditis after the acute phase 
has run its course. It may take several years before 
this change may occur. The fibrous deposits on the 
pericardium may be very extensive and may lead 
to adhesions to the neighboring organs, such as the 
vascular trunks, the esophagus, and the pleura. In 
rare cases calcium is deposited in large amounts, 
and encloses the entire heart, producing what is 
known as “heart en cuirasse.”’ The deposit of cal- 
cium occurs particularly after traumas and in cases 
of tuberculous origin. Another complication is 
shrinkage of the fibrous masses, which compresses 








the heart. Phenomena of degeneration and valvular 
defects, stenoses of the circulatory system in various 
organs, and ascites and edemas are further compli- 
cations. The clinical findings and diagnosis are dis- 
cussed at length. The various operative measures 
for separation of the adhesions and removal of the 
pericardial deposits are described. There are various 
opinions as to how much of the surface of the heart 
need be exposed. For the simpler cases, the author 
recommends planning the details of the operation 
according to the conditions revealed by the operative 
exposure. He advises that particular attention be 
given to the removal of any obstacles to the systole 
of the heart which may have been produced by the 
shrinking of the pericardium. For the rest, the 
operation should be limited to essentials so as not 
to expose the patient to unnecessary dangers. It is 
best to excise a piece of pericardium, the size of the 
palm of the hand, over the left ventricle, and to 
undertake the freeing of the heart itself through 
this window. A small drain is then inserted and the 
pericardium is closed by sutures; drainage is neces- 
sary because of the abundant secretion in the first 
period following the operation. 

The author describes 2 personal cases of fibrous 
pericarditis and the operation performed in each 
case. Both cases were of the exudative tuberculous 
type of pericarditis. In general the prognosis de- 
pends on the mode of origin. A tuberculosis origin 
gives the worst prognosis. 

The best results of treatment are seen in cases 
which develop slowly. The prognosis is greatly im- 
proved by early operation, before the heart muscle 
has suffered too great injury. 

(HAAGEN). FLORENCE A. CARPENTER, 
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HE proper management of acute chole- 

cystitis constitutes a problem which has 

attracted wide attention and has pro- 

voked much discussion among members 
of the medical profession. The lack of an ade- 
quate understanding of the physiology of the gall 
bladder and of the pathological changes occurring 
in this organ when it is diseased has contributed 
to the confusion which apparently exists concern- 
ing proper treatment. 

While there is still much to learn, evidence has 
been accumulated to show that mechanical, 
chemical, and bacteriological factors may each 
contribute to the production of gall-bladder dis- 
ease. According to Andrews (2), mechanical fac- 
tors appear to be the most important, and upon 
this basis he has recently presented the following 
classification: 

1. Normal state of the gall bladder. 

Slight infiltration often seen. 

Cholesterosis. 

Presence or absence of stones. 

(The presence of these signs formerly 
often led to a diagnosis of chronic cholecys- 
titis.) 

2. Reaction of acute obstruction of the cystic 

duct. 

Uncomplicated type (formerly called 
chronic cholecystitis). 

Infective type (formerly called acute 
cholecystitis) 

Empyema (?) 

Type with vascular damage (formerly 
acute cholecystitis) 

Mild cholecystitis 
Ulcerative cholecystitis 
Gangrenous cholecystitis 

3. Reaction to intermittent obstruction of 

the cystic duct 

Normal condition between attacks 

Persistent irritation (usually mild) 

From the Department of Surgery, University of Minnesota. 


4. Reaction to chronic obstruction of the cys- 
tic duct 
Uncomplicated type (formerly called 
chronic cholecystitis) 
Acute reinfection 
Mild 
Empyema (?) 
Hydrops 
5. Reaction to obstruction of the common 
duct 
Acute or recent type (dilated and thin- 
walled gall bladder) 
Chronic type (shrunken and fibrosed 
gall bladder) 

6. Neoplasms 

Andrews (2) states that closure of the cystic 
duct from any cause brings on an infection of the 
gall bladder which lasts for a variable length of 
time. The cystic duct may be occluded by a cal- 
culus, by spasm resulting from chemical irritation 
or allergic disease, or by transient infection from 
the blood, lymph, liver, or bowel. 

Normally, the gall bladder has three principal 
functions (Ivy 51): absorption, secretion, and 
motor activity. Absorption greatly exceeds secre- 
tion so that, ordinarily, occlusion of the cystic 
duct results in a decrease in the volume of the 
gall-bladder contents. These functions, however, 
may be disturbed by the presence of acute in- 
flammation so that secretion may be increased 
and absorption and evacuation may be inhibited 
(Ivy and Bergh 53). Under such circumstances 
distention of the gall bladder may occur to such 
an extent that the blood flow is compromised, and 
areas of gangrene or perforation may develop. 
Occasionally actual pressure exerted by a stone 
in the cystic duct may interfere with the venous 
return from the gall bladder and cause the tis- 
sue to become necrosed (Denton 26, Homans 
49), however the anatomical arrangement of 
the vessels makes such an occurrence very unusual 
(Kreider 58). 
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Acute inflammation of the gall bladder has 
been likened to acute appendicitis by those sur- 
geons who advocate early operation in cases of 
acute cholecystitis. It would appear, however, 
that such a comparison is not justified since the 
two organs are quite different when considered 
bacteriologically, anatomically, and physiologi- 
cally. The gall-bladder contents are sterile in a 
high proportion of cases, and even when bacteria 
are present the count is usually low. The appen- 
dix, on the other hand, has the rich bacterial flora 
of the intestine (Wangensteen et al 104). The gall 
bladder also has a greater volume and greater dis- 
tensibility than the appendix, and it is located in 
a more protected region, being surrounded and 
readily isolated from the general peritoneal cavity 
by the liver, stomach and duodenum, colon, and 
omentum. Furthermore, the absorptive function 
of the gall bladder greatly exceeds its secretory 
function; whereas it appears that secretion ex- 
ceeds absorption in the human appendix (104). 
As a result, perforation of the gall bladder into 
the general peritoneal cavity is a relatively rare 
occurrence (Deaver and Burden 25, Graham et al. 
38, Larson 60); whereas perforation of an acutely 
inflamed appendix is notably common. 

Once an acute cholecystitis has developed, it 
may subside spontaneously or it may progress. 
Experience has shown that very few cases fail to 
subside under proper medical treatment, but occa- 
sionally the pathological process progresses to 
gangrene or rupture of the organ. Gangrenous 
cholecystitis follows vascular damage, which may 
result from distention of the gall bladder, from 
actual compression of vessels by a stone impacted 
in the cystic duct or, rarely, from actual torsion. 
The gall bladder may perforate into an adjacent 
viscus with the development of an internal biliary 
fistula; it may perforate into a walled-off space 
in the sub-hepatic region with the formation of a 
localized abscess; or, rarely, it may perforate into 
the general peritoneal cavity. 

Unfortunately, as has been emphasized by 
Mentzer (70, 71, 72), Touroff (97), Heuer (44), 
and others, it is often difficult, if not impossible, 
to judge clinically whether the pathological proc- 
ess is progressing or regressing. For this reason 
a number of surgeons, Babcock (5), Douglas (27), 
Finney (31), Finsterer (32), Glenn (35), H. F. 
Graham (39), Heuer (43, 44), Heyd (46), Kirsch- 
ner (56), Lipshutz (61, 62), Lund (64), R. H. 
Miller (73, 74), Pfeiffer (77), Schoenbauer (87), 
Stone and Owings (92), Taylor (93), Walters (99), 
Walton (100, ror), Zierold (115), Zinninger (116), 
and others, have advocated immediate or early 
operation in cases of acute cholecystitis. It is 





their contention that the risk of operation in the 
acute stage is less than the risk of the develop- 
ment of fatal complications. 

On the other hand, Evarts Graham (36, 37, 38), 
Behrend (8), and others (Andrews 4, Branch and 
Zollinger 14, Bruggeman 15, D’Abreu 24) have 
repeatedly emphasized the danger of operation 
during the acute stage, the mortality from such 
operations being approximately 1o per cent (Ta- 
ble I). This mortality is far in excess of the gen- 
eral mortality reported by those who advocate 
conservative therapy during the acute stage. A 
few series of cases have been reported, however, 
in which the operative mortality has not been 
excessive (Tables I and II), especially when the 
operation has been carried out within forty-eight 
hours after the onset of the disease. 


TABLE I.—THE MORTALITY OF OPERATIONS 
FOR ACUTE CHOLECYSTITIS 


| 


| Mortality 

























































































































































































Author | Year | Cases | Deaths in 
| | Per cent 
Love, R. J. M. | 1929) 38 | 8 | 21.0. 
Kment,H.  =——~<CS*«~C*«‘“C*‘«SaQGO'| || 
‘Miller,R.H. = ————~=*| «1930 | 200 | 27 | a3.5 
Graham, H.F. = =———S*| tog | 08 | 12 | 6.0 
Whipple, AO. =———S—S™S~S&Ystgg | x60 || 22 | a3. 
Zinninger,M.M. =———S—S~=«S tgs | 89 || 8 
“Mentzer, S. H. ales | ro32 | 70 | 16 | aa 5 
Fowlr,R.S. ————=«| 10933 | sas. | 56 | st0.2 
Pratt,G.H. «| t033 | 45 | 0 22.2 
‘Smith, M. K. | 1033 | 107 10 9.3 
2Judd, E. S. and Phillips, J. R. | x033 | 14 I 7.1 
Steinke, Co. aioe eT ek 
Graham, R. R. ross} 6 | « | 16.6 
Watt,CH == ~—~—*«| 10935 | 24 | 6 | 25.0 
Black, J. M. }roas| 14 | 3 | ang 
‘Wakeley, C. P. lro3s| 26 | 6 | 23.0 
McKenty,J. «| ts] 28 | ots | ane 
3Wolfson and Rothenberg dag 30 | 31 | 3 | 9.7 
Taylor,F. | 1936 | 129 | at | 16.3, 
‘Wilson, Lehman, and Goodwin | 3936 l 149 | 7 | 4-7 
‘Nicoll, A. | 1936 a4 | 16 | 7.5 
Wesson and Montgomery “+ 1937 j 76 i a 3.9 
Heuer,G.J. — +| ros7 | 153 | os |g. 
Schoenbauer, — _ ~ | a937 | 70 5 “Ts 
Total ee | la80q | 300 10.7 





Love’s total 


1Only those cases operated upon early are listed here. 
mortality in 107 cases was 14.0 per cent. 

2Only those cases operated upon as emergencies are listed. The total 
mortality in 508 cases was 4.7 per cent. 

3Non-calculous cholecystitis only. 
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TABLE II.—THE MORTALITY FOLLOWING EARLY OPERATION FOR ACUTE CHOLECYSTITIS. 
Author | Cases | Deaths | ——_ | Cases Deaths Pag oye 
¥ | Operated upon within ‘a hatin - | Sani ion vn 24 bias et 
enter :  . Y 21 | a ‘| 10.8 _ | : 21 ; - _ 9 7’ 
- Operated seen within shen ames ] ; Cuontal upon ar 48 hours 
Graham, H. F. o )6|6d|lté<( ]Tté‘<éi‘L’”;*é‘édK!”!™SCOWtté‘<‘ikOd|ttlCl! < —- 
Zinninger 12 | ° eons ° oo oe ani 3 aes 3.0 eine 
Taylor 19 CO F , oo ff «. t+ «<< tt «=< 
McKenty 14 | ° ; ° 4 i a an 2 oe 
Heuer 153 | 5 ‘< 3.2 ark an Wel > a 
Totals 218 | 7 4:4 a 284 i 30 es “St 
| Operated upon from third to fifth an . Operated “J after fifth day gigs 
Zinninger | 15 | I : 6.6 7 8 ; ; ~ | 25 e Z 
Taylor } 20 | = - 5.0 ae 63. 415 : is 23 8 ; 


Heuer (44) objects to comparing the mortality 
rate following operation for acute cholecystitis 
with that following operation in a general series 
of gall-bladder diseases, since in a general series 
the cases of chronic cholecystitis outnumber the 
cases of acute cholecystitis. 

If one could be certain that a gangrenous chole- 
cystitis were present, there would be no cause for 
delay, and when subsidence fails to follow conserv- 
ative treatment, operation must be undertaken. 
It is true that in a few instances time is lost by 
such delay, and occasionally one is misled by the 
clinical picture to believe that the process is sub- 
siding when it is actually progressive (Heuer 44, 
Mentzer 70, 71, 72, Touroff 97). Even so, the 
proponents of the conservative type of therapy be- 
lieve that the danger of operation in the acute 
stage exceeds the danger of such a complication. 

In this clinic, under the direction of Owen 
H. Wangensteen, it is our policy to treat acute 
cholecystitis conservatively, to wait for the proc- 
ess to subside before operation is undertaken, 
unless perforation seems imminent or has already 
occurred. When our results, which are discussed 
later under a separate heading, and those of others 
pursuing a similar policy are compared with 
those of surgeons operating in the acute stage 
(Tables I, II, and III), such a policy appears to 
be justified. 


OPERATION DURING THE ACUTE STAGE 


As is apparent from the figures presented in 
Table III, the surgical staff at the University of 
Minnesota Hospitals have had little experience 
with operation upon cases of cholecystitis in the 
acute stage. Since 1933, however, there has been 


an increasing tendency on the part of some sur- 
geons to operate early upon cases of acute chole- 
cystitis. A few advocate immediate operation 
while others advise delay of a few hours in order 
to allow time for preparation of the patient. 
Cholecystectomy has been performed most fre- 
quently as the operation of choice. Technically, 
the separation of the gall bladder from its bed in 
the liver is often made easy by the pericholecystic 
edema (Heuer 44, Lipshutz 61). This same swell- 
ing and reaction in the region of the junction of 
the cystic and common bile ducts, however, makes 
working in that region more hazardous (Coller 
and Boys 20, Walters 99). Fresh adhesions are 
easily separated, but old adhesions, which may 


TABLE III.—MORTALITY OF 532 SURGICALLY 
TREATED CASES OF NON-MALIGNANT BILI- 


























ARY TRACT DISEASE AT UNIVERSITY OF 
MINNESOTA HOSPITALS. 
Mortality 
Procedure Cases | Deaths in 
j Per cent 
Cholecystectomy (chronic and subsided 
cases) | 435 8 1.8 
iEmergency cholecystostomy (acute chole | 
cystitis) | 5 | 40.0 
2Cholecystostomy (chronic cholecystitis) 10 I | 10.0 
8Removal of common duct stones | 73 | o | 12.2 
Repair of stricture of common duct (Cases| 
associated with jaundice) 9 2 22.2 
cenit i | , paciaaicia 
Total | 532 | 22. =| 4.1 





1Patients in whom perforation seemed imminent or had already oc- 
curred. 

2The death resulted from sepsis from an abscess in the lesser omental 
bursa, present at the time of operation. 

’Jaundice was present at the time of operation in 8 of the 9 fatal cases, 
and was present in two-thirds of the entire series. 
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be present from previous attacks, add greatly to 
the difficulty. 

Cholecystostomy is usually reserved for those 
patients who seem too ill to withstand chole- 
cystectomy. The most important objection to 
cholecystostomy is that secondary operation is 
so often required in order to remove an organ 
which still may cause symptoms. Cholecysto- 
graphic studies in man have demonstrated that 
the gall bladder returns to a normal state after 
cholecystostomy in only a small percentage of 
cases. Furthermore, it should be remembered 
that the presence of an external biliary fistula 
favors the development of secondary infection of 
the biliary tract. In dogs, cholecystostomy usual- 
ly leads to infection of the biliary passages in 
from two to three weeks (Ivy and Bergh 53). 

In spite of these objections, cholecystostomy is 
indicated in a small group of cases in which the 
patient is elderly or in poor general condition, or 
in which the extent of the pathological process 
makes a more extensive procedure hazardous 
(Walters gg). 

Preferably, cholecystostomy is performed as a 
single-stage procedure, but occasionally it may 
be advisable to carry out a multiple-stage opera- 
tion as suggested by Bloch. Recently Babcock 
(5) has revived interest in multiple-stage chole- 
cystostomy and has developed a technique for 
such an operation which he describes as follows: 

“Through a rather small vertical upper rectus 
or a muscle-splitting incision, the large, distended 
gall bladder is exposed and, if free, is immediately 
tilted outward through the incision, where it is 
held by closing the wound about it without drains. 
If on account of obesity or fixation of the gall 
bladder the fundus cannot thus be exteriorized, a 
special large glass tube three to six centimeters in 
diameter and with a rounded lower edge is intro- 
duced to the side or the fundus of the gall bladder, 
against which it is held by fine alloy steel sutures 
brought out through the appropriate openings in 
the glass tube. The wound is then closed about 
the tube without additional drainage. Forty- 
eight or more hours later a large button is burned 
out of the wall of the exposed gall bladder with a 
fine cautery point. Some days later gentle at- 
tempts are made to remove the contained stones. 
When the tract is narrow, the stone may be ex- 
posed through an open cystoscope or urethroscope 
and, if impacted, softened by applying small cot- 
ton swabs saturated with ether to dissolve the 
cholesterol to permit its fragmentation.” 

Hollenberg and Eikner (48) have also described 
the removal of stones through a cholecystostomy 
stoma by means of cholecystoscopy. 


Partial cholecystectomy has been  recom- 
mended as being feasible in some cases in which 
the classical cholecystectomy would be difficult 
or hazardous, and it presents the advantage over 
cholecystostomy that secondary operation is not 
required. It should not, however, be employed as 
an operation of election, but should be reserved 
for the occasional case in which the indications 
seem clear. Several types of partial cholecystec- 
tomy have been advised. Pribram (79) has de- 
veloped a procedure consisting essentially of 
opening the gall bladder and destroying the mu- 
cosa by cautery ‘“‘mukoklase.”’ Others have re- 
moved a portion of the gall-bladder wall and have 
used a method of electrocoagulation to destroy 
the remaining mucosa (Thorek 94, 95, 96 and 
Whitaker 109, 110, 111). Chemical destruction 
of the remaining mucosa has been practiced by 
Gatch (30), while Ritchie (82) and others have 
used knife dissection for removing the mucosa left 
after excision of a portion of the gall-bladder wall. 

The question of drainage after operations on the 
biliary tract is still debated, and Mirizzi (75) has 
considered it at length in his monograph dealing 
with “ideal cholecystectomy.” The danger of 
bile escaping into the peritoneal cavity is the chief 
indication for drainage. Such an escape of bile 
may result from: 

1. Slipping of the ligature on the cystic stump 
due to increased pressure within the biliary tree. 
The increased pressure may be due to an organic 
obstruction, or it may be due to a functional 
spasm at the sphincter of Oddi. 

2. Necrosis of the cystic stump. 

3. Leakage from anomalous biliary ducts. 

4. Biliary oozing from lesions of the hepatic 
parenchyma. 

5. Injury of the extrahepatic biliary ducts dur- 
ing operation. 

The gall-bladder contents are so often sterile 
and the peritoneal resistance is so great that 
spillage at the time of operation is usually not 
serious. In some cases, however, severe infections 
follow spillage, and drainage probably decreases 
the danger of the development of such a com- 
plication. 

Mirizzi lists the disadvantages of drainage as: 

1. The danger of adhesions. It must be ad- 
mitted that there is no proof that they can be 
prevented by the omission of drainage, but Mi- 
rizzi believes that the formation of adhesions is 
favored by the presence of drains. 

2. The danger of postoperative hemorrhage. 
Occasionally, especially in jaundiced patients, 
secondary hemorrhage occurs when the drain is 
removed. 





BERGH: TREATMENT OF ACUTE CHOLECYSTITIS 33 


3. The influence on the postoperative course. 
Mirizzi believes that the convalescence is less 
frequently complicated by paralytic ileus, vomit- 
ing, pulmonary disease, and thrombosis when 
drainage is omitted. 

In the Surgical Clinic of the University of Min- 
nesota Hospitals drainage of the peritoneal cavity 
is always instituted after cholecystectomy, the 
soft rubber drain being brought through a stab 
wound in the right hypochondrium. We have 
found that such a procedure is a safeguard which 
does no harm (Ransom and Bergh 81, Wangen- 
steen 102). 


CONSERVATIVE THERAPY DURING THE 
ACUTE STAGE 


Conservative measures employed in the treat- 
ment of acute cholecystitis aim to alleviate suffer- 
ing, to improve the general condition of the pa- 
tient, and to produce conditions favoring subsid- 
ence of the acute process. 

Alleviation of pain. Biliary-tract pain results 
from spasm or distention. McGowan, Butsch, 
and Walters (16, 17, 66, 67) have demonstrated 
that when biliary colic results from spasm it may 
be relieved by the administration of amyl nitrite 
or glyceryl trinitrate, and we have found that 
these drugs may be useful in relieving the pain in 
some cases of acute cholecystitis. In other cases 
it is necessary to resort to morphine, but since 
that drug causes spasm of the sphincter of Oddi, 
the relief is entirely central. 

Injection of calcium salts also has been sug- 
gested as a means of relieving biliary-tract pain 
(Hochman 47). Such salts do not have a relaxing 
effect on the sphincter of Oddi (Snell et al 89), 
but Hochman states that the calcium raises the 
threshold for pain sensibility. 

The application of hot packs to the abdomen 
often makes the patient more comfortable. The 
mechanism of this action is not known, but it is 
possible that the heat decreases the tone and mo- 
tility of the gall bladder (Ivy 52). 

Other measures tending to decrease the tone and 
motility of the gall bladder will be discussed later. 

Improvement of the general condition of the pa- 
tient. Since there may be hepatic damage in cases 
of acute cholecystitis (Cantarow 18, Ivy 52), glu- 
cose should be given intravenously to increase 
the glycogen reserve of the liver. Fluids should be 
given liberally to combat dehydration. In debili- 
tated patients, especially in the presence of jaun- 
dice, blood transfusions are of value. 

Measures to produce conditions favoring subsid- 
ence of the acute process. Rest is the most impor- 
tant factor favoring subsidence of acute inflam- 


mation (Wangensteen 103). In the case of acute 
cholecystitis the activity of the diaphragm, the 
activity of the bowel, and the activity of the gall 
bladder itself are unfavorable influences. 

There is a reflex splinting of the diaphragm and, 
to a certain extent, intestinal movement is in- 
hibited. Even under a regimen of starvation, 
however, a certain amount of intestinal activity is 
necessary to propel the fairly large volume of se- 
cretions which are poured into the upper portion 
of the alimentary canal. In very acute cases of 
cholecystitis this factor should be combated by 
the employment of continuous suction applied to 
an inlying duodenal tube as described by Wangen- 
steen (103). 

It has been our experience that the use of suc- 
tion often relieves pain in cases with acute ab- 
dominal disorders. In cases of conservatively 
treated appendicitis with perforation and peri- 
tonitis, for example, medication for relief of pain 
is seldom necessary. Narcotics are avoided in 
cases in which the nature or extent of the intra- 
abdominal pathological process is still in question, 
in order that symptoms which might give valu- 
able information concerning the patient’s condi- 
tion are not masked. In severe biliary colic 
which cannot be relieved by amyl nitrite, how- 
ever, it may be necessary to resort to the use of 
opiates. 

In less severe cases the patients may be allowed 
to take carbohydrates by mouth as they do not 
stimulate motility of the gall bladder. Ivy (52) 
suggests the feeding of cereal gruels, starches, and 
sugars, especially in the form of corn syrup. He 
advises adding gelatine to the cereal because its 
glycin content will not only provide sugar for 
glycogen formation, but will improve the detoxi- 
catory function of the liver. He states that cal- 
cium and Vitamins A and D should also be 
given. 

The chief stimulus of gall-bladder contraction 
is the hormone, cholecystokinin, and the most 
effective excitants of hormone production are 
acids and fats acting in the upper part of the in- 
testine (Ivy and Bergh 53). In order to keep the 
gall bladder at rest, therefore, fats, acid fruit 
juices, and meats, which stimulate the secretion 
of gastric juice, should be withheld (53). 

Magnesium sulphate or magnesium oxide is 
sometimes given because of the relaxing effect 
these substances exert on the sphincter of Oddi. 
There is some evidence to indicate that magne- 
sium causes a slight contraction of the gall blad- 
der (Boyden and Birch 13) as well as relaxation of 
the sphincter, in which case it might be well to 
avoid its use in acute cholecystitis. 
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Biliary antiseptics are apparently of no value, 
and Ivy (52) states that bile salts should not be 
given in cases of acute cholecystitis. 

Management after subsidence of the acute process. 
After subsidence of the acute process a chronic 
cholecystitis often remains, but this is not invari- 
ably the case. The gall bladder may resume its 
normal functions, and since removal of a func- 
tioning gall bladder leads to morphological and 
physiological changes in the biliary passages and 
liver, one should not remove a stone-free gall 
bladder which concentrates, at least not until 
medical control has been tried (Bergh et al 9g). 
The changes which follow removal of a function- 
ing gall bladder are: (1) slight hepatitis, (2) dilata- 
tion of the biliary ducts, and (3) disturbances of 
function of the choledochoduodenal sphincter 
mechanism (9). 

On the other hand, if the gall bladder has been 
so permanently injured that it does not become 
visible when the Graham-Cole test is applied, a 
functional cholecystectomy has already been per- 
formed from the physiological point of view. Con- 
sequently, no physiological change or damage 
would be expected from removal of such an organ, 
and if it be harboring infection or stones cholecys- 
tectomy is certainly indicated (9). Furthermore, 
when it is indicated, surgical treatment should 
not be delayed too long since complicated patho- 
logical processes may develop and greatly in- 
crease the risk (Boyce et al, 12). The increased 


risk following long delay has been adequately 
demonstrated by the figures presented by Ender- 
len (29) and Hotz (50). 


CONSERVATIVE THERAPY AS CARRIED OUT AT THE 
UNIVERSITY OF MINNESOTA HOSPITALS 


In the Surgical Clinic of the University of 
Minnesota Hospitals we follow the conservative 
policy of delaying operation until subsidence of 
the acute process, unless perforation appears to 
be imminent or has already occurred. Bed rest, 
of course, is imperative. Subsidence of the inflam- 
mation is favored by the measures already listed: 
suction applied to an inlying duodenal tube, a 
starvation regimen during the acute stage, and 
the application of hot packs to the abdomen. 
Glucose and fluids are given in liberal quantities. 
The amount of saline solution which must be given 
can be judged by observing the specific gravity 
of the urine (Wangensteen 103), since an excess of 
sodium chloride will cause water retention with a 
consequent rise in the specific gravity of the 
urine. As a rule, fluids are given intravenously 
twice daily, glucose being given in saline solution 
once and in triple distilled water once daily, but 


these procedures are governed entirely by the re- 
quirements of the individual patient. 

Pain caused by spasm can often be relieved by 
the administration of amyl nitrite or glyceryl 
trinitrate, but sometimes one must resort to the 
use of opiates in order to obtain relief. 

Surgical treatment during the acute stage is al- 
most never necessary if the plan of treatment out- 
lined above can be instituted sufficiently early. 
Should the process progress or fail to subside, 
however, operation is indicated. 

The patient is confined to bed until the ab- 
dominal pain and associated tenderness and 
muscle spasm have subsided and the mass has dis- 
appeared. Likewise the temperature, pulse, and 
leucocyte count should remain at normal for some 
time before the patient is allowed to be up. 

After subsidence of the acute process the patient 
becomes ambulant, and it is best to wait several 
weeks before operation is undertaken, unless 
there are recurrent acute attacks at frequent 
intervals. It is, therefore, our policy to dismiss 
the patient from the hospital with instructions to 
return in six or eight weeks for consideration of 
operation. If at the end of that time the gall 
bladder shows signs of permanent damage, it is 
removed—the operation of cholecystectomy usu- 
ally being performed by one of the residents. 

In most cases the acute inflammatory process is 
found to have subsided at the time of operation, 
and classical cholecystectomy is usually accom- 
plished without difficulty; the gall bladder is 
removed from the cystic duct toward the fundus 
after careful visualization of the essential struc- 
tures and separate clamping, dividing, and ligat- 
ing of the cystic duct and the vessels. Occasion- 
ally the gall bladder still shows signs of active 
inflammation, being red, edematous, and tense, 
and it may be expedient to begin the removal at 
the fundus. Sometimes one finds evidence of a 
previous perforation of the gall bladder such as a 
pericholecystic abscess or gall stones free in the 
peritoneal cavity, but such findings are not usual. 

Postoperatively, the position in bed is impor- 
tant. Wangensteen (103) advises against the use 
of the Fowler or semi-Fowler position and states 
that in the early postoperative period the low 
position of the head is best. Later, after complete 
recovery from the anesthetic, the patient is 
placed in the horizontal position. 

The use of suction applied to an inlying duodenal 
tube prevents the development of distention and 
adds to the comfort of the patient. Fluids and 
glucose are given intravenously. 

In an effort to prevent the development of pul- 
monary complications, the position of the patient 
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is changed at frequent intervals and deep breath- 
ing and coughing with the abdomen supported is 
encouraged. In this way the benefits of hyper- 
ventilation may be obtained without resorting to 
the use of carbon dioxide and oxygen mixtures. 
An inexpensive and effective method of carrying 
out hyperventilation by prolongation of the 
respiratory dead space has been recommended for 
clinical application by Duomarco and Diaz Ro- 
mero (28). 

When this conservative plan is followed, re- 
operation is seldom necessary since substitution 
of cholecystostomy for cholecystectomy is rarely 
required. Furthermore, when operation is per- 
formed in the interval, there is less likelihood of 
overlooking stones in the common duct; and if 
one wishes, one may carry out x-ray studies, 
cholangiography, during the conduct of the opera- 
tion. 


RESULTS OF CONSERVATIVE THERAPY AT THE 
UNIVERSITY OF MINNESOTA HOSPITALS 


In February 1937, Ransom (81) reviewed the 
cases of 1,247 patients with non-malignant biliary- 
tract disease who had been admitted to the 
University of Minnesota Hospitals during an 
eight-year period. Among this group there were 
33 deaths, a total mortality of 2.6 per cent. 

Mortality of patients treated medically. Six of 
the patients who died had not been subjected to 
operation. The average age of these 6 patients 
was 61.5 years. Two patients with chronic chole- 
cystitis and cholelithiasis died from acute pan- 
creatic necrosis; 2 died shortly after admission 
from unrecognized acute cholecystitis with per- 
foration and peritonitis; 1 patient, who had pre- 
viously had a cholecystectomy, suffered from a 
stricture of the common bile duct and an asso- 
ciated cholangeitis and died from the biliary-tract 
infection a few hours after admission; and the 
sixth patient suffered from chronic cholecystitis 
and cholelithiasis, but died from pneumonia. None 
of these deaths should be charged to failure of 
conservative treatment. 

Mortality following cholecystectomy in the interval 
or chronic stage. In Table III, 532 surgically treat- 
ed cases, a portion of the series reported above 
and with a total mortality rate of 4.1 per cent, are 
reviewed. The mortality following cholecystec- 
tomy, however, including those cases in which 
choledochostomy was performed, but in which 
no common duct stones were found, was 1.8 per 
cent. In 151 of the group of 435 patients treated 
by cholecystectomy, appendectomy also was per- 
formed. In the latter group the mortality was 1.2 
per cent and indicated that removal of the appen- 


dix at the time of cholecystectomy is a justifiable 
procedure. 

The average age of the patients upon whom 
cholecystectomy was performed was 42.1 years, 
while the average age in the 8 fatal cases was 
49.4 years. 

The causes of death following cholecystectomy 
included peritonitis, pneumonia, pulmonary em- 
bolism, cardiac decompensation, and operative 
shock. 

Mortality following emergency cholecystostomy 
in the acute stage. Emergency cholecystostomy 
was done in 5 cases of acute cholecystitis in which 
perforation seemed imminent or had already 
occurred. There were 2 deaths among these 5 
cases. One patient, aged eighty-one, who was 
operated upon shortly after admission, the third 
day of her illness, died within a few hours after 
operation. The other, a sixty-four-year-old wom- 
an, had been treated for several weeks for duo- 
denal ulcer when she developed an attack of acute 
cholecystitis. This was not recognized at once, and 
perforation of the gall bladder occurred before 
the patient was seen by the surgical staff. Chole- 
cystostomy was then undertaken, but the patient 
died from generalized peritonitis the day following 
operation. Post-mortem examination revealed 
the duodenal ulcer to be healed. 

Mortality following cholecystostomy in the chronic 
stage. Cholecystostomy was performed in 10 
cases of chronic cholecystitis, chiefly in elderly or 
debilitated individuals, with 1 death. In the 
fatal case, that of a patient forty-seven years of 
age, death resulted from sepsis from a large 
abscess which was present in the lesser omental 
bursa at the time of operation. 

Mortality following operations for removal of 
common-duct stones. There were 73 operations for 
removal of stones from the common bile duct with 
9 deaths, a mortality of 12.1 per cent. Jaundice 
was present at the time of operation in 8 of the 9 
fatal cases, whereas in the entire series of cases of 
choledocholithiasis jaundice was absent in 30 per 
cent. The average age of the patients who died 
was 54.2 years. Among the causes of death were: 
postoperative hemorrhage, pneumonia, bacterial 
peritonitis, bile peritonitis, subphrenic abscess, 
and hepatic insufficiency. 

Mortality following operation for biliary stric- 
ture. Among g patients operated upon for biliary 
stricture, 2 died; both were in very poor condition 
pre-operatively. The average age for this series 
was 43.2 years, and the 2 who died were aged 
thirty-four and forty-four years, respectively. 

Consideration of the age factor. Enderlen (29), in 
considering the age factor, found the mortality to 
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be approximately five times greater in patients 
past forty years of age than in patients below 
that age. Our figures agree roughly with his in 
that the mortality following cholecystectomy in 
our series of cases was 0.5 per cent in patients 
below forty and 3.1 per cent in patients over forty 
years. 
. DISCUSSION 

Although there has been much discussion as to 
whether operation should be undertaken early 
for acute cholecystitis, or whether one should 
wait for the acute process to subside, there is still 
no agreement among surgeons as to the proper 
procedure. All agree, however, that there is such 
a variance among cases that the procedure 
for each case must be decided after careful study 
of the individual patient, and cannot be based 
on generalizations. 

In the past, operations for acute cholecystitis 
have been attended with a very high mortality 
(Table I). Recently it has been suggested that 
this mortality can be substantially reduced by 
earlier operation (Whipple 108), and the figures in 
Table II show that in a small series of cases 
operated upon within the first forty-eight hours 
the mortality was 3.2 per cent, not much higher 
than that for cholecystectomy in the interval or 
chronic stage. Most recent figures indicate that 
the mortality following cholecystectomy in the 
chronic stage is less than 2 per cent. Although 
operation within the first forty-eight hours, there- 
fore, appears to be fairly safe, operation after that 
time during the acute stage is attended with a 
much higher mortality (Table II). 

From the standpoint of spreading infection, 
early operation is safe in most instances, since it 
has been shown that bacteria do not play an im- 
portant part in the majority of cases (Andrews 4). 
On the other hand, as Andrews has pointed out, 
some cases are definitely infected and when these 
are operated upon in the acute stage a serious 
flare-up may follow. Andrews states that it was 
the occurrence of such flare-ups that caused sur- 
geons in the past to abandon operation in the 
acute stage. 

In the Surgical Clinic of the University of Min- 
nesota Hospitals, patients with acute cholecystitis, 
are treated conservatively until the acute process 
has subsided. In another division of the Depart- 
ment of Surgery of the University of Minnesota, 
the Minneapolis General Hospital, Zierold (115) 
has practiced early operation with satisfactory 
results. 

While the problem relating to the proper meth- 
od of treatment cannot be settled definitely at 
this time, it appears that the evidence at hand 


favors the conservative plan of therapy as being 
safer than early operative interference. 


SUMMARY 


During the past few years a number of surgeons 
have advocated early operation in cases of acute 
cholecystitis. Many others, however, have con- 
demned such a procedure as being more dangerous 
than the conservative policy of allowing the acute 
process to subside before operative interference is 
undertaken. The problem cannot be settled at 
this time. 

Both types of treatment have been reviewed, 
and the method of conservative therapy which is 
used at the University of Minnesota Hospitals 
has been outlined. 
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ABDOMINAL WALL AND PERITONEUM 


Iagnov, Z., and Timus, Gr.: Transmesenteric 
Hernias. A Contribution to the Pathogenesis 
of Ruptures of the Mesentery (Les hernies trans- 
mésentériques. Contribution 4 la pathogénie des 
bréches du mésentére). J. de chir., 1937, 50: 203. 

The authors state that a total of 41 cases of 
transmesenteric hernias were assembled by Prutz in 
1907. Since that date they have added to the 
statistics of Prutz 14 other observations gathered 
from the periodicals and including their own 2 
cases. 

The most frequent site of these hernias is at the 
level of the root of the meseutery near the ileocecal 
junction. The next greatest number are situated at 
the center of the mesentery, and the least number 
are found at the intestinal border. The form or 
outline of the hernial gap may be round, oval, or 
semilunar. The size of these gaps has been found 
to vary from a few centimeters in diameter to the 
limit of the mesentery. There were 2 cases which 
presented two mesenteric gaps each. 

The axis of the hernia in respect to the axis of the 
mesentery was found to be transverse at the root of 
the mesentery and vertical at the center of the 
mesentery. This may be explained by the mechan- 
ical factor of two parallel arteries enclosing a mesen- 
teric gap under tension. The authors cite 5 defi- 


nite cases from the literature in which this phenom- 
enon has been the exciting cause. The hernias at 
the base of the mesentery of the intestine do not 
limit themselves to any one axis. 

Etiologically, gaps in the mesentery may be 


congenital, traumatic, or inflammatory. 

The congenital origin is almost universally ac- 
cepted as the cause in the greatest number of cases. 
Embryologically, the mesentery is subject to a series 
of displacements and arrives subsequently at the 
final site. In this complicated process a portion of it 
may fail to be united to the posterior abdominal wall 
or the peritoneum may become absorbed in the 
avascular area of Treves, which is among the ter- 
minal arcades of the ileocecal artery. Apparently 48 
cases of the series of 55 were congenital in origin. 

The formation of the gap when caused by trauma 
is explained on the basis of a laceration of the 
mesentery with traumatic destruction of some ves- 
sels and subsequent absorption of the mesentery due 
to lack of nutrition. Among the total of 55 cases 
presented, the histories of 5 gave evidence of a 
traumatic origin. 

The inflammatory origin suggests that an inflam- 
matory process produced in the mesentery later 
causes atrophy because of thrombosis of the veins. 
Two definite examples of this process are found in 
the series. 

The authors are of the opinion that mesenteric 
gaps may be due to two consecutive anatomical 
phenomena. It may be the result of an abnormal 
fibrous arcade through which a normally or ab- 
normally placed duodenum passes, which becomes 


enlarged by the normal variation in volume of the 
duodenum as the latter exerts traction and tension 
on the mesenteric base. Or, it may be caused by the 
absorption of the serous peritoneum caused by ob- 
struction of the circulation from traction and tension 
of an active duodenum. 

The authors add the following report of 2 cases 
of transmesenteric hernias to the literature. 

The first case was that of a man aged fifty-six 
years with no previous history of trauma, sickness, 
or operations with the exception of an acute upper 
abdominal attack two years previous. The findings 
at operation presented a fibrous arcade at the root 
of the mesentery which extended from the ileocecal 
region to the duodenojejunal flexure. A large part 
of the small intestine had passed through this 
hernial opening and was found strangulated. The 
hernia was reduced and the abdomen closed. The 
patient died a few hours later. 

The second case was also that of a man. He was 
forty-nine years old and presented an acute condi- 
tion of the abdomen with no previous history of 
trauma, sickness, or operation. At operation a large 
portion of the small intestine was found strangulated 
after it had passed through a hernial opening approx- 
imately 8 cm. in diameter at the insertion of the 
mesentery in the ileocecal region. The herniated, 
strangulated intestines were reduced, the hernial 
opening sutured, and the abdomen closed. The pa- 
tient died twenty-four hours later. 

The authors conclude that hernial openings in the 
mesentery through which transmesenteric hernias 
pass are based on a congenital, traumatic, or inflam- 
matory origin. Congenital formation of hernial 
openings is by far the most frequent; it occurs in 87 
per cent of the cases. This type of hernia is due to 
failure of fixation of the mesentery to the posterior 
abdominal wall following embryological rotation. 
It may also be due to absorption of the mesentery 
in the avascular area of Treves, caused or abetted 
by the mechanical factors of tension and traction on 
the blood supply of that area. 

Trauma was responsible for 9 per cent of the 
hernial openings made in this series. This type of 
hernia is believed to be due to obliteration of the 
blood supply to that area of the mesentery, with 
subsequent absorption of the mesentery and forma- 
tion of the hernial opening. 

Inflammatory causes were responsible for mesen- 
teric hernial openings in 4 per cent of the series. 
These hernias were caused by inflammation which 
was followed by obliteration of the venous blood 
supply and subsequent absorption of the mesentery 
and formation of the hernial openings. 

RicHArD J. BENNETT, JR., M.D. 


Harris, F. I., and White, A. S.: Failures, Recur- 
rences and Complications in Injection Treat- 
ment of Hernia. Am. J. Surg., 1937, 37: 263. 


The authors review the principles upon which the 
injection treatment of hernia is based. They em- 
phasize the importance of accurate knowledge of the 














anatomy of the inguinal region and the importance 
of making a correct differential diagnosis of direct 
and indirect hernia. They discuss the choice of a 
proper truss and the technique of injection. The 
types of solution recommended are alcoholic solu- 
tions of tannic acid and solutions containing salts of 


fatty acids. These solutions are relatively non- 
irritating, do not produce a severe inflammatory 
reaction, and experimentally have proved to pro- 
duce fibrous tissue and to be non-toxic to the subject. 

In indirect inguinal hernia the authors recommend 
first injecting around the internal ring with four or 
five injections, then closing the inguinal canal, 
and_ lastly injecting the external ring. In the direct 
inguinal hernia Hesselbach’s triangle and the exter- 
nal ring are adequately injected first, and the last 
injection is given about the internal ring. The num- 
ber of injections varies from 8 to 12, and they are 
given as often as three times weekly on alternate 
days. The authors stress the importance of over- 
treatment rather than under-treatment to reinforce 
the treated area, especially in older patients or in 
patients with poor fibroblastic response. The follow- 
up period of examination extends over a year and 
examinations should be made at monthly intervals. 

The authors report 225 cases of reducible direct 
and indirect inguinal hernias treated by the injec- 
tion method from 1934 to September, 1936. The 
total number of injections was over 4,500. They 
divide their cases into: (x) the operative group or 
that group which would ordinarily be considered 
good operative risks; and (2) the non-operative 
group, those which for some reason are poor surgical 
risks. In the first group there was a recurrence rate 
of 4.1 per cent, which compared quite favorably with 
operative statistics. In the second group there was 
a recurrence rate of 19.5 per cent. 

The most common complication noted was 
transient swelling of the penis, scrotum, or inguino- 
abdominal region, which occurred in go per cent of 
the cases. Swelling of the cord occurred in 16 per 
cent, excoriation of the skin under the truss in 7 per 
cent, and hydrocele of the cord in 1.3 per cent. 
There were no cases of atrophy of the testis, im- 
potence, abscess, or peritonitis. There were no 
deaths. 

An analysis of the results in this series to date 
serves to illustrate two essential facts: that the 
method is of value, and that it involves extreme 
care on the part of the surgeon if good results are 
to be expected. A recurrence rate of 4.1 per cent in 
patients who are good operative risks is encouraging. 
The fact that a favorable prognosis can be offered 
to 80 per cent of the patients in the inoperable group 
is most satisfactory. Even in those cases in which 
the condition recurs, further treatment can be 
instituted following elimination of the cause of 
recurrence. Furthermore, such hernias as recurred 
were much smaller in size than the original hernia 
and were more easily controlled by a truss. While 
there were a number of complications, they were all 
of a minor nature. Louis SPERLING, M.D. 


SURGERY OF THE ABDOMEN 


GASTRO-INTESTINAL TRACT 


Arens, R. A., and Mesirow, S. D.: Gastric Mucosal 
Relief: A Modified Sedimentation Method, Us- 
ing a Colloidally Suspended Barium Sulphate: 
A Preliminary Note. Radiology, 1937, 29: I. 


There has been a recent revival of interest in this 
country in the demonstration of mucosal patterns in 
the stomach and duodenum as an aid in establishing 
the normal and abnormal in gastric and duodenal 
diagnosis. The authors report a modification of the 
sedimentation method which represents a slight de- 
parture from the methods employed in the past. 
They used “‘rugar,”’ a colloidally suspended barium, 
freely miscible with water and milk. 

A series of 30 gastric examinations were presented, 
together with case reports of the typically normal, 
and several of the unusual abnormal, cases. The 
writers are in complete agreement with the Cole col- 
laborators that the sedimentation method cannot 
be used as a routine method to the exclusion of the 
regular barium meal. It must be employed as an 
adjunctive examination in special cases because the 
resultant films are not as constant in depicting gas- 
tric abnormalities as those following the standardized 
meal. The sedimentation method may, in cases pre- 
senting puzzling features, add considerably to the 
present armamentarium. For lesions to be demon- 
strated in the cardia, the sedimentation method with 
partial gas distension is excellent, as it outlines tu- 
mor masses or abnormalities in the same manner 
that the pneumocolon reveals lesions in the colon. 

It is hoped that the method outlined will form a 
basis for further study of the sedimentation method 
as a means of demonstration of the mucosal relief of 
the stomach. Joun W. Nuzvum, M.D. 


Gutmann, R. A., Senéque, J., Bertrand, I., and 
Beaugeard, G.: Beginning Cancer of the 
Stomach; Radiographic Diagnosis with the 
Magnifying Glass (Cancer de |’estomac au début. 
Diagnostic radiographique fait 4 la loupe). Bull. 
et mém. Soc. méd. d. hop. de Par., 1937, 53: 1039. 


Gutmann and his associates present a case illustrat- 
ing their method of diagnosis of cancer of the 
stomach in its very early stages. The patient was a 
man sixty-five years of age who had had only very 
slight gastric disturbances until six months ago. At 
that time he had suffered from epigastric pain 
radiating to the back and to the hypochondrium, 
occurring about two hours after meals and lasting 
from an hour and a half to two hours. There had 
been no vomiting, but frequent regurgitations with 
an acid taste had occurred. These attacks occurred 
daily for a month, then ceased entirely for nearly five 
months, and had recurred only eight days before the 
patient came to the hospital. All the plates of roent- 
genograms taken in a series showed a small depression 
12 mm. long in the prepyloric region, at the middle 
of which was a shallow niche. This was so small that 
it could be seen clearly only with a magnifying glass. 
Treatment with intravenous injections of vegetable 





Fig. 1. View of one of the roentgenograms of the first 
series in natural size, showing the picture found in all the 
roentgenograms in the first and second series; the details 
are clearly shown only with a magnifying glass. 


esta 





Fig. 2. Schematic illustration on the same scale of the 
defect (shallow niche in a depression). 





Fig. 3. Roentgenogram enlarged and retouched, show- 
ng the details of the defect. 


proteins was carried out for three weeks; this relieved 
the pain, but had no effect on the roentgenological 
picture. The authors have found that when such a 
roentgenological picture is due to ulcer, the treat- 
ment described results in its complete disappearance; 
hence they concluded that the roentgenological find- 
ings in this case indicated a cancer in a very early 
stage. 

At operation the stomach appeared normal until 
it was opened, when a small erosion to which a 
white exudate adhered was found in the prepyloric 
region. A gastrectomy was done. This erosion, 
which was visible, proved to be only incidental to the 
actual lesion, which was not visible to the surgeon. 
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Histological examination showed typical epithelio- 
matous changes in the mucosa and its glands and 
slight invasion of the muscularis mucose. The sub- 
mucosa showed no neoplastic changes, but some in- 
flammatory reaction. 

In such a case, even exploratory laparotomy would 
not have established the diagnosis, as the outer sur- 
face of the stomach showed no pathological changes. 
Only the characteristic changes in the roentgeno- 
gram, even though of slight extent, indicated the 
correct diagnosis. Autce M. MEvERs. 


Newburger, B.: Gastric Operations for Benign and 
Malignant Conditions. Ann. Surg., 1937, 106: 
200. 


This title is somewhat confusing because the 
material studied included not only cases of gastric 
ulcer and carcinoma, but also of duodenal ulcera- 
tion. One hundred and thirty-seven cases were 
operated on at the Jewish Hospital in Cincinnati 
from 1924 to 1934. 

In the 50 cases of gastric carcinoma, 18 were suit- 
able and 32 were not suitable for resection. The 
gross mortality for surgery of gastric carcinoma was 
46 per cent. For the 18 patients treated by resection 
the mortality was 44 per cent, for 16 patients treat- 
ed by gastro-enterostomy it was 50 per cent, and for 
15 undergoing simple exploratory laparotomy it 
was 47.3 per cent. Fifty-five per cent of the cases 
permitting, and 83 per cent of those not permitting 
resection developed some complication secondary to 
the operative procedure. Peritonitis was responsible 
for 63 per cent of the deaths, secondary hemorrhage 
for 12.5 per cent, and pulmonary embolism for 12.5 
per cent. In the non-resectable group death from 
peritonitis occurred in 6 per cent, from pulmonary 
complications in 33 per cent, from secondary hemor- 
rhage in 13 per cent, from cachexia in 13 per cent 
and from a vicious circle in 6 per cent. Two patients 
treated by resection are now alive. Slightly more 
than ro per cent of the patients treated by resection 
were alive and free from recurrence at the end of 
the three years. There were 4 patients with gastric 
sarcoma, 3 of which are alive one, four, and eight 
years, respectively, following operation. The fourth 
patient developed a recurrence in a year and died 
one and a half years following operation. 

Gastric and duodenal ulcers are considered as 
entities. There were 71 ulcers, 18 of which per- 
forated freely into the abdomen, and 53 of which 
were non-perforating. Only 1 of the perforations 
occurred in a female. Fourteen of these 18 patients 
were treated by suture, occasionally reinforced by 
omental tags. Three cases of perforation were not 
sutured and in these simple peritoneal drainage was 
employed; only 1 of these patients died. In 1 case 
of primary closure of the perforation a gastro- 
enterostomy was added to the suture. The mortality 
for this group of patients was 33.3 per cent. There 
was only 1 death among the patients operated upon 
within six hours of the perforation. Peritonitis was 
responsible for 4 (66 per cent) of the fatalities, duo- 

















denal fistula for 1, and separation of the wound for tr. 
Five, or 55 per cent of the 9 patients followed-up 


were symptom-free; 1 had mild dyspepsia. Of 2 
patients surviving the perforation, 1 treated by 
resection is completely well and the other treated 
by excision and gastro-enterostomy now has a 
jejunal ulcer. 

There were 53 patients with non-perforating gas- 
tric and duodenal ulcer. Fifty indirect operations 
were performed, 48 gastro-enterostomies, 1 excision 
of an ulcer, and 1 cauterization of an ulcer. In the 
group with duodenal ulcer only gastro-enterostomy 
was used. The mortality for the combined groups 
was §3.2 per cent, that for the group with gastric 
ulcer 22.2 per cent, and with duodenal ulcer, 3.8 
per cent. Following gastro-enterostomy the total 
mortality was 8.3 per cent, or 3.8 per cent for the 
duodenal and 13.6 per cent for the gastric ulcers. 

Of the 28 non-perforated ulcers traced, 43 per 
cent were asymptomatic and 46.9 per cent resulted 
in definite failure. Therefore almost 50 per cent of 
the cases resulted in failure, which the author found 
was “independent of whether the pathological con- 
dition at the time of the operation was severe or 
mild.” 

It is of interest to note that of the 31 gastro- 
enterostomies performed for benign lesions 48.3 per 
cent were followed by jejunal ulcers, and the author 
concludes, ‘Because of the extreme frequency of 
jejunal ulcer, gastro-enterostomy should be dis- 
carded as a method of treatment for gastroduodenal 
ulcer except for a small strictly selected group. Re- 
section and resection for exclusion should be the 
methods of choice.” 

This report contains, in addition to the author’s 
statistics, an extremely valuable compilation of 
data by means of which the author contrasts his 
results with those of surgeons and clinicians inter- 
ested in this subject. SAMUEL J. FocELson, M.D. 


Bertrand, P., Etienne-Martin, M., and Corajod, E.: 
Exteriorization of the Large Intestine (L’exté- 
riorisation du gros intestin). Lyon chir., 1937, 34: 
406. 


Bertrand and his associates note that by exterior- 
ization is meant not only bringing a mobile or mobil- 
ized segment of the intestine outside of the body, 
but also closing the peritoneum beneath it so that 
the segment is isolated from the peritoneal cavity. 

There are several techniques for this procedure, 
but they may be grouped under three types: 

1. Exteriorization and immediate resection with 
partial re-establishment of the intestinal continuity. 
This is the method of Volmann-Bouilly. 

2. Exteriorization and immediate resection with- 
out partial re-establishment of the intestinal con- 
tinuity. This is the method of both Paul and 
Hartmann. 

3. Exteriorization and resection later, in six or 
eight days. This method is used by Bloch and 
(Juenu, and also by Mikulicz; but Mikulicz has re- 
cently employed a method of immediate resection. 
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The authors report experiments on dogs in which 
various methods of intestinal exteriorization were 
used. With the first technique of exteriorization, 
the peritoneum was sutured around the exteriorized 
segment and at both ends of the incision but the 
mesentery was not fixed. Immediate resection was 
done and an artificial anus with two openings was 
made. The second technique included immediate re- 
section with fixation of the mesentery to the parietal 
peritoneum and the use of a Paul tube in the upper 
segment. With the third technique, the base of each 
segment of the loop was fixed by a single suture; 
resection was done three to five days later. In 
another group of animals the loop of intestine was 
exteriorized without fixation of the loop or of the 
mesentery, but the intestine was not resected. The 
only deaths that occurred were in the group of 
animals operated on by the first method. 

From these results the authors conclude that if 
the intestine is to be resected immediately, the fixa- 
tion of the mesentery should be done to avoid too 
rapid retraction of the upper segment with the 
danger of-soiling the peritoneal cavity. If a second- 
ary resection is done, sufficient coalescence has been 
established between the parietal peritoneum and 
the mesentery of the exteriorized loop to prevent this 
retraction. When a loop of the intestine was simply 
exteriorized on compresses without suture of the 
peritoneum and without fixation of the loop or its 
mesentery, it was spontaneously drawn back into 
the peritoneal cavity in about twenty days. While 
secondary resection is done best eight to twelve 
days after exteriorization, it is not always possible as 
the exteriorized loop may show gangrenous changes 
and require resection by the third or fourth day. 

If the method of exteriorization of an intestinal 
loop is to give good results with no or very low 
mortality, certain principles must be observed. In 
the first place, the operation should be attempted 
only when the lesion is in a mobile or easily mobilized 
portion of the large intestine. A sufficiently large 
section must be exteriorized to expose the lesion 
fully, and in the case of cancer, the lymphatics. 
Retraction of the loop and its mesentery must be 
prevented by section of, and later by fixation of, the 
mesentery. Preparation must be made for the ulti- 
mate closure of the artificial anus. When possible, 
the authors advocate that the two sections of the 
loop be brought together side to side after resection 
and the posterior portions sutured. 

This operation of exteriorization of a loop of the 
intestine may be employed in certain surgical emer- 
gencies, such as injury to the intestine or its mesent- 
ery, perforations due to dysentery or other acute 
infection, and acute obstruction, especially volvulus 
or invagination. However, these lesions must in- 
volve a mobile or easily mobilized segment of the 
intestine, and especially the sigmoid flexure. In 
chronic conditions, the operation is indicated in 
megacolon, chronic sigmoiditis, and cancer of the 
transverse colon or sigmoid flexure, especially the 
latter. AtIcE M. MEYERs. 
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Drawings illustrating Forssner’s classification of intrinsic duodenal malformations. 


Krieg, E. G.: Duodenal Diaphragm. 
1937, 1006: 33. 

The author discusses intrinsic malformations of 
the duodenum due to diaphragmatic lesions. Twenty 
cases have been reported in the literature, to which 
one is added. (See figures above.) 

A clinical differentiation between duodenal dia- 
phragm and areas of stenosis and atresia cannot be 
made in the first weeks of life because the clinical 
pictures may be identical. Later a more definite 
diagnosis can be made. At all ages, x-ray studies aid 
the clinical findings. In the correction of these le- 
sions certain technical considerations improve the 
result obtained. 

Diaphragmatic obstructions may be encountered 
throughout life. The earliest age reported was that 
of a still-born infant, and the oldest seventy. In con- 
trast, the patients with stenosis rarely live more 
than four weeks. Clinically the symptoms of the 
condition are those of pyloric obstruction, and they 
may be acute or chronic. Pain in the upper quad- 
rant is present in most cases. Constipation is present 
in varying degree. Visible peristalsis is present in 
25 per cent of the cases. The treatment is surgical. 
Duodenojejunostomy is preferable to gastrojeju- 
nostomy. Non-absorbable sutures are advisable. 

The lesion cannot be detected without opening the 
lumen of the gut. The only clue to its presence is a 
dilated proximal segment. SAMUEL Kaun, M.D. 


Ann. Surg., 


Garry, G.: Duodenitis and Its Surgical Treatment. 
Lancel, 1937, 232: 1512. 


Duodenitis must be differentiated from duodenal 
ulcer, gall-bladder disease, pancreatitis, appendicitis, 
and colitis. In 1934 Kirklin described an x-ray ex- 
amination which may show pathognomonic findings. 

The series of cases reported comprised 20 of simple 
duodenitis, verified by operation and by microscopic 
examination of excised tissues. The diagnosis was 
not made pre-operatively in any of the cases. Thir- 
teen were diagnosed erroneously as duodenal ulcer, 
and the remainder as gall-bladder disease, appendi- 
citis, and colitis. 

In discussing the surgical treatment emphasis 
should be placed upon the fact that duodenitis is 
essentially a medical condition and surgery is utilized 
only in those cases in which medical measures have 
been of no avail. The author’s experience with 


gastroenterostomy has been unsatisfactory. This 
operation was done in 13 cases with good results in 
only 3. Five are described in detail. 

In the discussion emphasis is placed upon the 
similarity of microscopic findings in duodenitis to 
those found in appendicitis. “‘In both conditions the 
mucosa is only lightly affected while the intensity of 
the process is confined largely to the muscular 
coats.’’ The intensity of the process is largely con- 
fined to the muscular coats and varies from a very 
moderate degree to a very intense degree in which 
there is almost a phlegmonous inflammation of the 
duodenal muscularis. 

The cases reported show the disproportion be- 
tween the symptoms and the anatomical findings. 
The severest clinical manifestations are often found 
in conjunction with insignificant operative findings. 
Under these circumstances the surgeon finds himself 
in a predicament about the correct diagnosis and the 
proper procedure to follow. It is important, there- 
fore, to establish as far as possible an accurate diag- 
nosis pre-operatively. Once the diagnosis of duo- 
denitis is established, the only recourse left for 
obstinate cases refuting all internal therapy is opera- 
tion. It appears to the author that gastroduodenal 
resection should be the method of choice. 

SAMUEL J. FocEtson, M.D. 


Hoffman, W. J., and Pack, G. T.: Cancer of the 
Duodenum: A Clinical and Roentgenographic 
Study of 18 Cases. Arch. Surg., 1937, 35: 11. 


This paper presents a clinical and roentgeno- 
graphic study of 18 cases of primary carcinoma of 
the duodenum collected from the material of the 
New York Hospitals. In 5 of the cases the patient 


was studied during life by the authors. All were in- 
stances of true carcinoma of the duodenal mucosa. 
Cases of carcinoma of the ampulla or of the papilla 
of Vater are not included. 

The rarity of primary carcinoma is indicated by 
its incidence of 0.033 per cent in 350,286 autopsies. 
The sex incidence shows a preponderance of males 
of 3 tor. 

The usual pathological type is some form of 
adenocarcinoma arising from the duodenal mucosa. 
The gross forms may be scirrhous, bulky and poly- 
poid, or colloid. The pathological findings in these 
18 cases are summarized. 
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The symptoms of duodenal carcinoma are chiefly 
those due to obstruction of the duodenum and 
neighboring structures. The early stages are fea- 
tured by anorexia, gaseous eructations, epigastric 
distention, and nausea. As obstruction develops, 
these become more severe, and pain, vomiting, de- 
hydration, loss of weight, and constipation quickly 
follow. A palpable tumor is found in more than half 
the cases. The sloughing away of portions of the 
tumor may temporarily relieve the obstruction or 
give rise to severe hemorrhage. When the bile 
passages are obstructed, jaundice of a constant, 
unremitting type develops. The progress of the dis- 
ease is swift, and the loss of weight may be extreme. 

The average duration of life is about seven months 
after the onset of symptoms. The shortest duration 
of life is found in cases in which the lesion is around 
the ampulla; the longest duration, in those in which 
the lesion is in the first portion of the duodenum. 

In almost every case of duodenal carcinoma which 
is studied roentgenographically definite pathological 
changes can be demonstrated. Such evidence was 
present on the films in 15 cases in which such studies 
were made. In 14 of these the pathological process 
was recognized and described. In only 1 instance, 
however, was the possibility of a primary carcinoma 
of the duodenum suggested. The various roentgeno- 
graphic findings are described at length. 

The diagnosis and differential diagnosis are dis- 
cussed in detail. 

The treatment of primary carcinoma of the duode- 
num is preéminently surgical. The operative mor- 
tality is high. It amounted to 58.3 per cent in the 
authors’ series of cases. In a large percentage of 
cases at operation there is no evidence of metastasis 
or local extension of the disease. The surgical re- 
moval of all of the malignant tissue might therefore 
often be feasible if this mortality could be brought 
down to a reasonable level by efforts to combat the 
effects of the intestinal and biliary obstruction prior 
to operation. The patients show advanced degrees 
of starvation, dehydration, alkalosis, anemia, jaun- 
dice, and gastric distension. Measures recommended 
in the preparation of the patient for operation are 
the restoration of body fluids, mineral salts, carbo- 
hydrates, and blood supply. Various surgical pro- 
cedures which have been employed are described, 
discussed, and illustrated. The operative results ob- 
tained in the various procedures employed in 12 of 
this series of 18 cases are described and summarized. 

Louts SPERLING, M.D. 


Stewart, H. L., and Lieber, M. M.: Carcinoma of 
the Suprapapillary Portion of the Duodenum. 
Arch. Surg., 1937, 35: 90. 


Stewart and Lieber report 6 cases of carcinoma of 
the suprapapillary segment of the duodenum and 
analyze the data obtained from the reported cases of 
this condition in the literature. A clinical and patho- 
logical correlation was based on their 6 patients to- 
gether with 35 cases reported in the literature. 
Reference was made to 68 additional cases recorded 


as examples of this condition. Twenty-four patients 
were men and 15 were women. Their average age 
was 55.75 years. 

The onset was acute in about half of the patients 
and gradual in the others. A previous history of 
symptoms referable to the upper half of the abdomen 
was elicited in approximately half of the cases. The 
acute symptoms consisted of vomiting, epigastric 
pains, weakness, loss of weight, and jaundice. The 
average duration of life was three and one-half 
months. In patients with a gradual onset of symp- 
toms, the average duration of life was sixteen months. 
In 24 per cent of the patients a mass was palpated 
in the region of the primary tumor. The gastric or 
duodenal contents contained blood in 8 of 13 cases, 
free hydrochloric acid in 7, and bile in only 1 patient 
with cholecystogastrostomy. Blood was found in the 
stools in 13 of 21 patients. A marked grade of anemia 
was present in 10 patients. 

Roentgenographic studies were of little value in 
making a positive diagnosis of carcinoma of the 
suprapapillary portion of the duodenum. In a few 
instances an ulcerated lesion in the duodenum or an 
obstruction of the gastro-intestinal tract was sug- 
gested. Extensive constricting lesions were not often 
demonstrated. The findings were most frequently 
interpreted as pyloric obstruction. The x-ray was of 
great value in ruling out lesions of the stomach, 
colon, or gall bladder. 

A correct pre-operative diagnosis of carcinoma of 
the suprapapillary portion of the duodenum was 
made in only 2 instances. A correct surgical diag- 
nosis was made in 9 of 19 cases. No instance of cure 
of this condition has been recorded in the literature. 
The growth averaged 2.5 cm. in length in about half 
of the cases and varied from 4.5 to 8 cm. in about 31 
per cent. Ulceration occurred in 73 per cent of the 
cases and in about half of these there were annular or 
constricting lesions. Metastases were present in 75.6 
per cent of all the cases, in the liver, pancreas, lymph 
nodes, biliary passages, peritoneum, lungs, and 
bones. All of the growths but one were adenocarci- 
nomas; the exception was an adenosquamous car- 
cinoma. Joun W. Nuzum, M.D. 


Klages, F.: Acute Inflammation of an Isolated 
Diverticulum of the Cecum with the Picture 
of Appendiceal Inflammation (Akute Entzu- 
endung eines isolierten Blinddarmdivertikels unter 
dem Bilde der Wurmfortsatzentzuendung). Zentralbl. 
f. Chir., 1937, Pp. 1090. 


The author reports a case of isolated diverticulum 
of the cecum with acute inflammation. 

At operation an inflammatory tumor of the size 
of a small apple was discovered 3 cm. above the 
appendix on the convexity of the large intestine at 
the site of a tenia libera, which was removed together 
with a portion of the diseased colonic wall and the 
appendix by means of an oval resection. The colon 
was sutured. No further diverticula were found any- 
where in the intestines. Perfect recovery followed. 
Study of the resected specimen disclosed an inflam- 
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matory tumor of the intestinal wall, which had 
developed directly alongside a tenia, from a diver- 
ticulum containing a fecolith of the size of a bean. 
The wall of the diverticulum was markedly in- 
flamed, but nevertheless a margin of the intestinal 
wall along with the appendix itself was entirely 
free of inflammatory changes. The wall of the 
diverticulum everywhere disclosed remnants of 
musculature arranged in transverse and longitudinal 
fibers. The mucosal lining of the diverticulum was 
completely broken through by the inflammatory 
changes at two oppositely situated areas; the 
changes in the upper portion appeared to be the 
older, and those in the lower wall appeared in general 
to correspond to the primary inflammatory complex 
of appendicitis. 

Such a protrusion of the wall of the cecum is rare. 
The histological picture of a good delineation of all 
layers of the intestinal wall, somewhat poorly devel- 
oped and dissociated it is true, repeated in the wall 
of the diverticulum, permits the protrusion to be 
designated a true diverticulum. The true diverticula, 
in fact, are situated mostly on the convexity of the 
colon and in the teniz, while the false diverticula are 
found at the mesenterial attachment. The cause of 
the acute inflammatory attacks in these intestinal- 
wall protrusions probably lies in the effects of 
the foreign bodies, such as fecoliths and intestinal 
parasites contained in the intestines, when subjected 
to external injurious forces or when touching the 
walls of the diverticulum as a mere hernial con- 
tent, or in an infection following a specific in- 
testinal ailment. However, the fecolith appears not 
to be solely responsible for the acute onset and 
course of the inflammatory phenomena. This can be 
ascertained from a consideration of the histological 
findings. On the upper part of the wall of the diver- 
ticulum the mucosal layer is interrupted and here is 
seen, at the point of mucosal destruction, a zone of 
granulation tissue, consisting of old connective 
tissue, which now, however, because of the phleg- 
monous changes in the walls, is diffusely infiltrated 
by leucocytes. At any rate the ulceration of the 
mucosa at this point must have been of longer 
duration than the stormy clinical symptoms of only 
two days’ duration. The findings of the locus at 
the lower pole of the diverticulum are entirely differ- 
ent; here there is everywhere the acute picture of 
pus, blood, and fibrin, corresponding to the clinical 
symptoms. The chronic inflammatory changes in 
the walls of the diverticulum result from the fecal 
stasis and the mechanically injuring effects of the 
fecal concretion. With the appearance of some other 
infective process in the body, such as tonsillitis, this 
damaged spot in the intestinal wall is concurrently 
involved, either via the blood stream, or from an 
infection directly from the lumen of the intestine 
with intestinal bacteria. The wall of the colon which 
is involved in diverticulum formation presents an 
area of lowered resistance in the presence of other 
infective processes in the body, and therefore fre- 
quently plays a part in these cases in the form of an 


acute inflammatory involvement of the intestinal 
wall. Likewise in other cases of diverticulum, for 
instance in the sigmoid, the diverticulitis may be- 
come complicated by an acute infection of the 
damaged portion of the bowel, and its connection 
with, for example, suppurative phlebitis be obvious. 
(Ertch Hempie). JoHN W. BRENNAN, M.D. 


Ault, G. W.: Venereal Diseases of the Anus and 
Rectum. Am. J. Syphilis, 1937, 21: 430. 


Five venereal diseases are known to invade the 
anus and rectum. The ones discussed include syphi- 
lis, gonorrhea, chancroid, granuloma inguinale, and 
lymphopathia venerea, or lymphogranuloma inguin- 
ale. The present status of the fourth venereal disease or 
the genital infection by Vincent’s organisms with or 
without agranulocytosis is unsettled, and herein 
omitted. The same uncertainty exists regarding Lip- 
schutz’ ulcus vulvae acutum, which also is not dis- 
cussed. 

In syphilis the primary lesion, the chancre, may 
occur at or about the anus. It is more frequent in 
women than in men. It is commonly located in the 
posterior quadrant. The early lesion is an irregular 
ulcer with sharply defined smooth edges. When seen 
late, secondary infection has occurred and the re- 
sultant ulceration may resemble any type of oval 
ulcer. The perineal irritation becomes marked, often 
with skin maceration and fissuring. Anal lesions may 
or may not be painful, the pain depending on the lo- 
cation of the lesions in relation to the grasp of the 
anal sphincter. 

There are commonly three stages of early second- 
ary syphilis of the anus and rectum: ulceration, der- 
matitis, and condyloma. Contact infection of the 
approximated surfaces of the buttocks and perineum 
may take place, resulting in a conglomerate picture 
of multiple perianal fissuring, ulcerations, rhagades, 
and condylomatous growths. 

Any suspected open lesion requires the exercise of 
great caution on the part of physicians and their 
assistants because of the hazard of infection. In the 
presence of an anal ulcer a dark-field examination is 
indicated before any type of therapy is instituted. A 
negative dark-field does not eliminate the spiro- 
cheta pallida as the causative agent. One may have 
to wait for the development of secondary lesions or 
the appearance of positive serology. When the diag- 
nosis is established the routine treatment of syphilis 
is indicated. For the early primary lesion a bismuth 
and mercury dusting powder may be useful. For the 
conglomerate early secondary lesions, local cleanli- 
ness and compresses of a 1:2000 solution of bichloride 
of mercury are indicated. The dusting powder may 
also be used. 

Later manifestations of syphilitic involvement of 
the anus and rectum are bizarre and rare. The belief 
that stricture of the rectum is due to syphilis in a 
large majority of cases is rapidly disappearing. The 
réle of lymphopathia venerea in the production of 
rectal stricture is now recognized. However, many 
patients with rectal stricture have, or have had, 
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syphilis. True syphilitic stricture of the rectum 
should show definite response to antisyphilitic ther- 
apy before many injections have been given. Treat- 
ment should not be continued indefinitely in the 
absence of improvement, since in these cases the 
stricture is probably due to lymphopathia venerea 
or some other cause. 

The question of early or late syphilitic ulceration 
of the rectum is sometimes raised when ulcerative 
lesions of the rectum and pelvic colon are encoun- 
tered. The bulk of the evidence indicates that while 
there are many good pictures and descriptions of 
syphilitic ulceration of the rectum, there are few 
proved cases. Late multiple fissuring and rhagades 
have been reported. Gummatous lesions of the anus 
and rectum are encountered more commonly than 
stricture and ulcer. They develop into nodular hard 
or soft tumors that do not tend to suppurate. The 
general physical examination together with sero- 
logical examination usually establishes the diagnosis. 

The gummatous lesion may also be encountered as 
an irregular spongy mass in the hollow of the sacrum, 
frequently encroaching on the lumen, of the rectum 
which may cause it to be confused with one of the 
congenital tumor masses of the region. It may de- 
velop in the ischiorectal fossa and be incised mis- 
takenly for abscess. In the region of the rectosigmoid 
a diffuse irregular gummatous lesion may be con- 
fused easily with malignancy, diverticulitis, or some 
other granulomatous disease such as actinomycosis, 
amebic granuloma, or lymphopathia venerea. It 
must be granted that malignancy may occur also in 
a patient with syphilis. Neurosyphilitic crises may 
occur in the anus and rectum. Lack of local evidence 
of disease may leave the proctologist at a loss to ac- 
count for the severe pain experienced by these 
patients. A patulous atonic sphincter is often an 
early diagnostic aid. 

Syphilis of the newborn commonly manifests itself 
about the anus. The other suggestive findings of 
syphilis are usually present. Erythema tending to 
have a bronze cast may be seen. Dermatitis, with 
fragile, brittle anal skin tending to shallow fissuring, 
occurs. Infants with superficial fissuring and ulcera- 
tion about the anus should be treated symptomati- 
cally pending the arrival of the serological report. 

In most cases of gonorrheal proctitis or anorectal 
infection there are such mild symptoms, consisting of 
moderate smarting, itching, and burning soreness 
about the anus, that the condition is overlooked. In 
the female, anorectal infection may follow closely 
upon genital infection or at any later time as long as 
there is a vaginal discharge. The relatively high 
incidence of anorectal gonorrhea in the female is 
pointed out. In the male the onset of symptoms 
usually follows within a week after direct inocula- 
tion. In either sex the infection may occur as a result 
of pederasty. A number of accidental infections have 
been reported by Stuehmer as a result of rectal 
examination without a change of gloves by the 
examiner. The majority of patients at some time or 
other show hyperemia in the lower 2 or 3 inches of 
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the rectum; this is most marked at the anorectal line 
in the region of the crypts. An infected abscessed 
crypt or anal fissure develops occasionally. 

In making a diagnosis the crypts are identified 
through the anuscope, and their contents are milked 
upward by pressure with an applicator. One should 
make every effort to substantiate the diagnosis of 
gonorrhea by obtaining positive smears of the organ- 
ism from the contents of the crypts. 

Such complications as ulceration, abscess, and fis- 
tula may follow gonococcal infection of the crypts of 
Morgagni. The crypts act as reservoirs for the 
gonococcus and these structures constitute a nidus 
of gonococcal and focal infections in general. A 
chronic low grade cryptitis persisting for a few years 
may eventually develop into abscess, or incomplete 
or complete fistula. The réle that gonorrhea, like 
syphilis, plays in stricture of the rectum is very un- 
certain in the light of recent investigations on lym- 
phopathia venerea. The excellent work of Hayes 
shows that a large percentage of cases of rectal stric- 
ture give positive serology for syphilis and give a 
positive rectal smear for the gonococcus; yet clini- 
cally, they fall into the group knownas lymphopathia 
venerea and give positive Frei tests. 

The present treatment of gonorrhea of the ano- 
rectum depends on the individual case.. Many pa- 
tients do not present any rectal complaint, which 
indicates that the disease is usually self-limited and 
tends to spontaneous recovery. The regimen should 
include a bland diet and the use of hot sitz baths. In- 
stillations of a 5 per cent mild silver protein are 
advocated by Martin. The remote disability in the 
form of suppurative processes, arthritis, or other 
complications constitutes a valid reason for the sur- 
gical removal of the crypt infection or fistula follow- 
ing the active stage of a gonorrheal proctitis. 

The appearance of chancroidal infection of the 
anus and rectum in the careless, perverted, or unhy- 
gienic individual is reported occasionally and it con- 
stitutes the rare venereal infection. The strepto- 
bacillus of Ducrey is extremely difficult to isolate 
from the chancroid. A specific intradermal skin reac- 
tion has been developed, and it is positive by the 
eighth day of the infection and persists for life. This 
highly infectious venereal infection transmitted to 
either sex by pederasty is accompanied by painful 
irregular ulcers and by a rapidly spreading phage- 
denic lesion. Auto-inoculation of approximating sur- 
faces tends to spread the disease locally. The ulcera- 
tion must be differentiated from early syphilis. The 
pain and tenderness is more severe than in chancre. 
In late cases there is usually considerable destruc- 
tion of tissue and this destruction rarely extends 
above the anorectal line. 

Harsh local treatment with caustics or escharotics 
is contra-indicated. The intravenous administration 
of increasing doses of tartar emetic has given good 
results. Intravenous mercurials combined with local 
cleanliness have given excellent results. A specific 
serum has been developed in Europe but is not yet 
available here. 
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At this time there is much confusion prevalent in 
the literature and elsewhere regarding the venereal 
granulomatous diseases of the anorectogenito-in- 
guinal region. 

Granuloma inguinale due to the Donovan body 
responds favorably to antimony compounds. It 
should not be confused with lymphopathia venerea 
which is considered due to a specific virus and is very 
resistant to any form of treatment now available. 
The diagnosis of granuloma inguinale rests upon the 
identification of the Donovan bodies in smears or 
sections from the lesion. 

In granuloma inguinale the perineal process is 
characterized by marked destruction of the involved 
superficial tissues. When the process produces steno- 
sis of the anus it does not produce rectal stricture; 
the stenosis ends abruptly at the anorectal line. This 
type of anal stricture is amenable to dilatation under 
anesthesia. 

The name lymphopathia venerea was advocated 
by Sulzberger and Wise, and Wolfe and Sulzberger 
in 1932, and seems to be a suitable term including all 
the manifestations of this disease; at least it would 
aid in separating it from granuloma inguinale. 

Lymphopathia venerea, described under the terms 
lymphogranulomatose inguinale subaigue, lympho- 
granuloma inguinale, and poradenitis, is considered a 
contagious disease, commonly acquired venereally, 
due to a specific virus and constituting an infection 
of nearly boundless pathological expressions. The 
Frei test is a specific intradermal method of examina- 
tion for this disease. 

In America this disease appears predominantly in 
the colored female. The female rarely develops any 
inguinal involvement and may be unaware of the 
early manifestations. The male commonly develops 
inguinal adenitis. 

It is considered to have largely a lymphatic mode 
of invasion with marked destruction of tissues, rectal 
stricture, elephantiasis of the external genitals, and 
frank destruction of the perineum. The rectum may 
appear as a rigid, moth-eaten tube which is irregu- 
larly contracted and shows areas of diaphragmatic 
stenosis. The greatest involvement is encountered 
within the first 3 or 4 inches of the rectum and fre- 
quently starts at the anorectal line. The diffuse fix- 
ation encountered in these irregular rigid lesions is 
resistant to the passage of the examining finger or 
instrument. Perforation of the diseased tissue occurs 
easily. Accompanying the disease are constitutional 
evidences of infection and, as a result of the chronic 
sepsis, recurrent fever, chronic blood loss, impaired 
digestion, cachexia, and wasting debility result. 
Many of those who acquire this infection in early 
life die beforé the age of fifty years. 

The present treatment of lymphopathia venerea is 
unsatisfactory in all respects. Colostomy may be of 
temporary value for the obstipation. Incision and 
drainage of abscess cavities are indicated, but fis- 
tulectomy, if it means a division of the sphincter, 
should not be performed. 

Joun E. Kirkpatrick, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


White, F. W.: The Galactose Tolerance and Uro- 
bilinogen Tests in the Differential Diagnosis of 
Painless Jaundice. New England J. Med., 1937, 
216: 1017. 


The urobilinogen and galactose-tolerance tests of 
the urine were used in the study of 80 cases of pain- 
less jaundice. While the tests do not accurately 
measure liver function, they may be used to differen- 
tiate medical from surgical conditions. 

On account of the variation in liver function at 
different periods of an attack of jaundice and be- 
cause of some variation in the tests themselves, one 
test is of little value. A series of examinations, be- 
ginning early if possible, and carried through the 
height of the jaundice for a week or two, is far more 
valuable. 

Malignant obstruction persistently reveals ab- 
sence of urobilinogen in the urine. This finding is in 
striking contrast ‘to that in a case of silent stone in 
the common duct in which the excretion of urobilino- 
gen steadily increased. 

A positive galactose test in painless jaundice show- 
ing from 6 to 7 gm. is practically conclusive of liver 
degeneration. However, a negative result does not 
exclude liver-cell injury. In this way, the combina- 
tion of these two tests is useful in distinguishing 
acute and chronic, toxic and infectious hepatitis 
from painless obstruction outside of the liver. 

In gall-bladder disease the tests are not distinctive 
and the diagnosis must be made from other clinica] 
data. 

Valuable prognostic information can be obtained 
from these examinations by measuring the speed and 
degree of recovery of liver function after an attack 
of jaundice. GeorcE A. CoLtett, M.D. 


Fiessinger, N., Bergeret, A., and Leveuf, J.: 
Hemorrhagic Gall Bladders (Les hémocholé- 
cystes). Presse méd., Par., 1937, 45: 1019. 


Fiessinger and his associates report several cases 
showing that hemorrhagic lesions may develop in 
the gall bladder without infection and without 
neoplasm. 

In the first 3 cases reported gall stones were 
present. There was a history of attacks of biliary 
colic with or without jaundice and with or without 
fever. The diagnosis of gall stones had been made. 
The last attack was of unusual severity accom- 
panied by symptoms of a peritoneal reaction and 
vomiting. On palpation the gall bladder was large 
and unusually hard. In none of these cases was 
there any bleeding from the rectum. At operation 
the gall bladder was found to be greatly distended 
and of a violet color, and to contain blood clots 
and blood. In 2 cases, the hemorrhage was due not 
to ulceration, but to multiple hemorrhagic erosions. 
In the third case, there was a large hematoma of 
the wall with a large ulceration at the site of the 
calculus. 
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In the fourth case, that of a child who had 
abdominal pain and vomited, the gall bladder was 
enlarged. Examination of the gall bladder after 
removal showed a normal epithelium for the most 
part and just beneath it a hemorrhagic infiltration 
involving the chorion of the mucosa and the sub- 
mucosa; in a few areas the epithelium was broken 
down. There was no evidence of infection or of 
calculus. 

The authors conclude that such hemorrhagic 
lesions in the gall bladder are due to rupture of either 
superficial capillaries or deeper arterial vessels. 
These occurrences are rare, but it is evident that the 
blood vessels of the gall bladder may be broken 
down as a result of stasis or irritation. In none of 
the authors’ cases was there evidence of infection. 
Clinically such hemorrhagic lesions of the gall 
bladder resemble acute cholecystitis with or without 
calculus; they are distinguished by the unusual 
severity of the acute attack with symptoms of 
peritoneal reaction and the unusual hardness of the 
gall bladder on palpation. ALICE M. MEYERS. 


Finsterer, H.: Surgical Indications in Diseases of 
the Gall Bladder and Pancreas (Chirurgische 
Indikationen bei Erkrankungen der gallenblase und 
des Pankreas). Wien. med. Wehnschr., 1937, 1: 553. 


The author discusses the affections of the gall 
bladder and of the pancreas since the two are very 
frequently interrelated. The most frequent ailment 
of the gall bladder is lithiasis with accompanying 
cholecystitis. Gall-stone disease often pursues a 
totally latent course, never giving rise to surgical 
indications of any kind. Nevertheless, the author 
believes that any gall bladder containing stones 
should be removed when found during laparotomy 
for other reasons. It is not true that the operation of 
cholecystitis is dangerous, or that the definitive re- 
sults are not better than those of medical treatment, 
as is asserted by internists, provided that the opera- 
tion is not delayed to the point where life is actually 
endangered. The author gives proof of this. In ad- 
vanced age the operation has a mortality of only 1.2 
per cent and even when done during an acute attack 
the mortality is small. More important than these 
considerations is the condition in which the patient 
comes to operation. As regards the definitive results 
from go to 95 per cent of those operated upon are 
rendered completely and permanently able to carry 
on their work. Most of the failures are not due to the 
disease of the bile passages, but to an ulcus ventriculi 
or duodeni, and only exceptionally to a recurring 
cholangitis. Even in cases of stenosis of the choledo- 
chus, the percentage of cures has been raised to 95 
per cent, since the use of choledochoduodenostomy 
in place of drainage of the hepatic duct. The best 
immediate results are afforded by the interval opera- 
tion; in young people this operation is almost en- 
tirely without danger, and even in old age the results 
are not bad when the operation is done under local 
anesthesia. Cholecystitis in old people, which begins 
with high fever, affords the indication for emergency 


surgery, since otherwise there is a tendency for the 
process to go on to gangrene of the gall bladder and 
perforation. The operation should not be cholecys- 
tostomy, but cholecystectomy. Perforative peritoni- 
tis or non-perforative biliary peritonitis affords an 
absolute indication for operation; however, the op- 
eration is usually done too late. The prognosis is 
even more grave when the pancreas is involved 
secondarily. As for the indications in the presence of 
stenosis of the choledochus, in the concurrent pres- 
ence of total closure of the choledochus, fever, and 
chills the author recommends immediate operation. 
The mortality figures for closure of the. choledochus 
are not yet satisfactory; in the author s experience 
the mortality has been about 19 per cent. This mor- 
tality may be considerably lowered by choledocho- 
duodenostomy in the place of drainage of the liver. 
In the cases of chronic cholecystitis and in chole- 
cystic stasis of the bile, cholecystectomy is indicated 
only if every other abdominal affection has been def- 
initely excluded as the cause of the suffering. In 
carcinoma of the gall bladder results are poor, since 
generally-the operation is done too late. For this 
reason one should prevent the development of car- 
cinoma by timely removal of an inflamed, stone- 
infested gall bladder. In the treatment of acute pan- 
creatitis in the last years, a complete change has 
taken place. According to Walzel, the mortality of 
early operation was 68 per cent and has been re- 
duced to 28 per cent by conservative methods. Con- 
servative treatment deserves preference if the diag- 
nosis is certain. In cases of doubtful diagnosis an 
exploratory laparotomy may be recommended; how- 
ever, in the presence of an acute pancreatitis the lap- 
arotomy should remain limited to an exploratory 
operation only. Chronic pancreatitis, which is often 
the result of cholelithiasis or a penetrating ulcus 
ventriculi or duodeni demands surgical treatment if 
it should cause stenosis of the choledochus; in such 
cases choledochoduodenostomy is the operation of 
choice. Of the tumors of the pancreas only the cys- 
tadenoma has any considerable significance; its 
treatment consists in the enucleation of the growth, 
which as a rule is well encapsulated. Carcinoma 
of the pancreas is only rarely amenable to radical 
surgery. Postoperative disease of the pancreas oc- 
curs following choledochoduodenostomy as a result 
of injuring the pancreas, or following the resection 
of an ulcer which has penetrated into the pancreas. 
Therefore, it is better when such ulcers are operated 
upon that the base of the ulcer be left in situ in 
the pancreas. 
(MAXIMILIAN Hirscu). JOHN W. BRENNAN, M.D. 


Wuestmann, O.: The Treatment of Acute Pan- 
creatitis with Hormone from the Anterior 
Hypophyseal Lobe (Zur Behandlung der akuten 
Bauchspeicheldruesenentzuendung mit Hypophy- 
senvorderlappenhormon). 61. Tag. d. deutsch. Ges. 
f. Chir., Berlin, 1937. 


In 1935 Anselmino, Herold, and Hoffmann re- 
ported that they had obtained substances from the 
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anterior lobe of the pituitary which produced in- 
creased secretory activity in the pancreas of experi- 
mental animals. In each of the cases reported, the 
pancreas showed histologically three typical charac- 
teristics: 

1. Whereas in the normal control animal rarely 
more than one or two islands appeared in the field of 
vision; in the animal treated with the hormone 
usually five or more islands appeared in the field of 
vision. The islands as well as the cells of the islands 
were usually much larger than those of the untreated 
animal. 

2. The excretory glandular parenchyma in the 
treated animal presented glandular acini with high 
cylindrical epithelium in the outer zone and abun- 
dantly among the tubules of the secreting epithelium 
in the inner zone. 

3. Constant definite recognizable hyperemia of 
the organ was noted by the author in the sections of 
Anselmino, Herold, and Hoffmann. The pancreas 
was flooded with blood to the smallest capillaries so 
that all of the vessels were engorged. From his gen- 
eral surgical experience he reasoned that this exten- 
sive hyperemia ought to be of value in the treatment 
of acute pancreatitis. 

In conjunction with Hoffmann and Herold, the 
author has experimented for three years with the 
treatment of acute pancreatitis with hormone from 
the anterior pituitary lobe. His first experiences 
with commercial pituitary preparations were not 
significant. He saw no harm result from them, but 
also no benefit. Later experiences proved that the 
pancreatic substance in the form of the dried powder 
soon loses all potency. It is also highly thermolabile. 
For clinical purposes, the fresh preparation, prae- 


physon, approaches the laboratory preparation of 
Anselmino and Hoffmann the closest. The method of 
treatment has been changed accordingly. 

Immediately after the diagnosis has been made a 
venoclysis with normal saline solution is instituted. 
This solution should not be of higher temperature 
than 30° C. On the first day of treatment an am- 
poule of praephyson, freshly obtained, is injected 
every eight hours directly into the rubber tubing. 
On account of the danger of anaphylaxis the prepa 
ration is given every six hours by mouth in tablet 
form on the second day, and this is continued until 
the diastase in the urine is normal again. 

So far 9 cases of acute pancreatitis have been 
treated with pituitary hormone. In 6 the diagnosis 
was confirmed later by operation. The results are 
favorable. The diastase concentration in the urine 
decreased rapidly with clinical improvement which 
could not be attributed to the salt solution entirely. 
Operations on the pancreas and even on the bile 
passages could be done early and without danger; 
2 cases in which stones were removed from the 
papilla are mentioned. Only 1 patient, who devel- 
oped a late abscess and peritonitis, died. 

So far there have been no experiences with cases of 
chronic pancreatitis or cases of true pancreatic apo- 
plexy. In cases of the latter type, in which the 
vascular system is damaged badly early in the con- 
dition, not much improvement may be expected. 

In conclusion the author says that the number of 
observations is still too small to judge the effect of 
the hormone therapy on acute pancreatitis with cer- 
tainty, but he hopes that this report will stimulate 
interest in experimenting with this method of treat- 
ment for other conditions. Lro A. JuHNKE, M.D. 





GYNECOLOGY 


UTERUS 


Douay, E.: Diagnosis of Carcinoma of the Body of 
the Uterus. Information Gained from Hys- 
terography (Diagnostic du cancer du corps utérin. 
Renseignements donnés par l’hystérographie). Gyné- 
cologie, 1937, 36: 413. 

It is not Douay’s argument that hysterography, 
lipiodol and x-ray study of the uterus, should be a 
routine procedure in patients with carcinoma of the 
body of the uterus, but he does think that it is a 
valuable diagnostic aid in questionable cases, a 
definite aid in cases to be curetted, and of value in 
the general study of this lesion. He finds its greatest 
use in cases of persistent uterine bleeding without 
obvious cause. Unsuspected endometrial changes 
may be seen fluoroscopically while the lipiodol injec- 
tion is being made, and roentgenograms may be 
taken in the anteroposterior and lateral positions for 
permanent record. 

The technique is fairly simple. The cervix is 
grasped with a tenaculum and pulled upon so that 
there is as little flexion of the body of the uterus as 
possible. By means of a special syringe and a cannula 
a known amount of lipiodol, 3 to 5 c.cm., is delivered 
into the uterine cavity under fluoroscopic visualiza- 
tion. The pressure used will have to depend upon the 
operator’s judgment and the individual case. There 
is no particular harm in forcing the oil into the horns; 
in fact, by so doing, lesions may be discovered which 
would be missed by the curette. Even the gentle 
drop-by-drop flow of the oil into the tubes may dis- 
close lesions causing the uterine hemorrhage, if no 
cause for it has been found in the body. Naturally, 
care must be taken not to force uterine or tubal con- 
tents into the peritoneal cavity, and the cannula 
must not be buried in soft, carcinomatous tissue 
where the oil may be injected directly into a vein. 
The uterus is observed fluoroscopically throughout 
the whole procedure. Roentgenograms are taken 
when 2 c.cm. of oil have been injected, and again 
when the uterine cavity is full and under slight ten- 
sion. A third picture is taken in the lateral position, 
and, upon withdrawing the sound, a fourth picture 
is taken as the fluid is evacuated. The whole process 
takes from five to ten minutes, and the patient need 
not be hospitalized. 

Twelve interesting figures, illustrating hystero- 
graphic findings, accompany the article. 

JouNn Martin, M.D. 


Nielsen, M.: Carcinoma of the Cervical Stump 
after Supravaginal Amputation. Acta obst. et 
gynec. Scand., 1937, 17: 295. 


Malignant degeneration of the cervical stump 
after supravaginal amputation has been considered 
a rare affection, but relatively numerous reports in 
recent years indicate a striking increase in the fre- 


quency of this occurrence. In 1934, Graff gathered 
a total of 1,169 cases from the literature. This in- 
crease cannot be attributed to any increasing inci- 
dence of cervical cancer, nor to any change in sur- 
gical technique; it is probably due to the greater 
exactness of cancer control and registration. Within 
the last three years the author has observed 5 cases 
of carcinoma of the cervical stump in patients pre- 
viously operated upon for myoma of the uterus by 
supravaginal amputation. 

The term carcinoma of the cervical stump should 
be applied only to cases in which the supravaginal 
amputation is done for benign lesions, such as myoma 
of the uterus, and salpingo-odphoritis. These cases 
should be classified as true and false carcinomas of 
the stump. The false cases are those in which the 
stump carcinoma is observed within the first year 
after operation, for even though cervical cancer may 
develop within a few months, it is also possible that 
the carcinoma was already present at the time of the 
primary operation. In order to rule out the false 
case, it is necessary to examine closely any erosion, 
leucoplakia, and polyp for malignant degeneration 
and utilize all means for the diagnosis of all existing 
carcinomatous processes, including those in the cen- 
tral part of the cervix. In about one-fifth of the 
cases reported, the cervical stump carcinoma was 
observed within the first year after the primary 
operation. 

Numerous factors have been blamed for the de- 
velopment of cervical stump carcinoma. Scar tissue 
in the cervix has been mentioned, but carcinoma 
seldom originates in the cervical canal, even though 
adenocarcinoma is considerably more frequent among 
the stump carcinomas than otherwise, 7.5 per cent 
against 2 per cent. Besides, there has not been 
demonstrated any case with extensive peritoneal or 
parametric cancer without the whole stump being 
carcinomatous. Hence it seems reasonable to assume 
that the scar tissue per se plays no particular part in 
the development of carcinoma. The decreased blood 
supply may play a réle, but the size of the cervical 
stump seems to be of no great importance. The re- 
moval of both ovaries in the productive age has been 
thought to favor conditions for the development of 
cancer because of the resulting sudden atrophy of 
the cervix. The opposite view, that preservation of 
the ovary promotes the development of carcinoma 
has also been suggested. It is very doubtful whether 
extirpation of the ovaries plays a part as cancer of 
the cervix is seen to occur even in the presence of 
perfectly normal, functioning ovaries. Undoubtedly, 
parturition with tears and subsequent ectropion and 
erosion play an important part as predisposing fac- 
tors in cervical carcinomas. Of the author’s 9 pa- 
tients, 3 were never pregnant, 4 had 1 parturition, 
and 1 had 2 children; in 5 there was either a pro- 
nounced pyosalpingitis or a preceding severe ad- 
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nexitis, and in the entire material of cancer of the 
cervix, 2 per cent of the patients had a preceding 
adnexitis. So perhaps it is the cervical erosion, which 
is frequent also in myoma and adnexal lesions, rather 
than the trauma of parturition that should be 
considered significant in the development of cervical 
carcinoma. 

The question of the frequency of cervical stump 
carcinoma is very important, as it is closely con- 
nected with the problem of performing supravaginal 
amputation or total extirpation. Statistics on 17,139 
cases of supravaginal amputation show subsequent 
stump carcinoma in 67 (0.39 per cent). Other authors 
report an incidence up to 3 per cent. The author’s 
8 cases of stump carcinoma were found among 420 
patients with cervical cancer (2 per cent). It should 
be borne in mind, however, that supravaginal am- 
putation is performed not only for myoma of the 
uterus, but also for benign adnexal lesions. A cal- 
culation of the probabilities shows that the fre- 
quency of this lesion in relation to the number of 
cases operated upon may be estimated at from 1 to 
1.5 per cent. The most effective prophylaxis against 
cancer of the cervical stump is total hysterectomy 
instead of supravaginal amputation. Still, the dan- 
ger of carcinoma of the stump is hardly great enough 
to warrant the greater risk associated with opera- 
tion and the inconveniences which follow. The 
percentage of recovery is greater following total 
hysterectomy. 

With a specially trained staff of surgeons, the mor- 
tality of total hysterectomy can undoubtedly be re- 
duced to the same level as that of supravaginal am- 
putation, as in the Mayo Clinic where the mortality 


from supravaginal amputation in 3,085 cases was 
1.2 per cent, and from total hysterectomy in 1,588 
cases, 1.8 per cent. In patients with marked obesity 
or with a pronounced heart lesion, it is necessary to 
perform the rather simple procedure of supravaginal 


amputation. Most gynecologists prefer the supra- 
vaginal amputation as the chief method. 

As a prophylactic measure against carcinoma of 
the cervical stump an additional radical curettage 
of the cervix or cuneate extirpation of the cervical 
mucosa has been suggested, also extirpation of the 
mucosa of the transitional zone, cauterization or 
electrocoagulation of the cervical mucosa, and Jater 
extirpation of the cervical stump through the vagina. 
However, the author doubts the value of these pro- 
phylactic measures. Every patient on whom supra- 
vaginal amputation has been done ought to be under 
close observation and be frequently reéxamined 
during the first year after the operation, especially 
in the presence of any erosion at the time of opera- 
tion. 

If electrocoagulation is done, it should not be 
limited to the cervical mucosa alone, but should ex- 
tend to the border zone on the portio. The results of 
radiological treatment of carcinoma of the cervical 
stump are less favorable than those obtained in ordi- 
nary cases of cervical cancer. The prognosis is poor. 

Louis NEUWELT, M.D. 


Oppert, M.: Radium Therapy of Carcinoma of the 
Body of the Uterus (Radium-thérapie du cancer 
du corps de l’utérus). Gynécologie, 1937, 36: 437. 

Oppert has attempted to furnish a basis for deci- 
sion on the choice of radium therapy or surgery in 
carcinoma of the body of the uterus. When the pa- 
tient is less than sixty-five years old, in good general 
condition, and the vaginal cul-de-sacs are free of ad- 
herent changes, surgery is the method of choice. 
However, when general or local surgical difficulties 
present themselves, especially in older women, ra- 
dium should be the therapeutic agent. When there 
are parametrial infiltration and fixation of the uterus, 
or when there is some general organic change such as 
hypertension, diabetes, obesity, or cardiac failure, 
there can be no question about radium being the 
correct choice. Radium is the preferred treatment, 
especially when the cervix is only partially patent or 
is actually closed with pyometra, when there is a 
concomitant degenerated fibroma, when the uterus 
is small and sclerotic in an aged patient, and when a 
a cervical polyp masks a vegetating, carcinomatous 
endometrium. 

The technique of implantation used by the author 
is not unusual. Provision for drainage of necrotic 
tissue and exudate is made, and the radium tubes are 
packed in place for six days; the packing is iodoform 
gauze. The vaginal cavity is not cleansed during this 
time; in fact, the patient is left entirely alone. The 
author believes that one application is better than 
broken doses which require additional manipulation 
and instrumentation, all of which are dangerous in a 
soft, necrotic endometrium. He is not unaware, 
however, of the possible accidents with such treat- 
ment. Even with his dosage, 50 millicurie hours, per- 
foration into the bladder or bowel may and some- 
times does occur. He reports about a 33 per cent 
cure in his 23 cases, but this, he believes is a good 
result inasmuch as the cases could not be treated in 
any other way, radium being the only recourse. 

Joun Martin, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Béclére, C.: Unrecognized Bilateral Hydrosalpinx 
(L’hydrosalpinx bilatéral ignoré). Bull. Soc. d’obst. et 
de gynéc. de Par., 1937, 26: 381. 


The presence of bilateral hydrosalpinx is com- 
monly unrecognized in ordinary gynecological exami- 
nation. Because this condition causes definite func- 
tional disturbances the author discusses its various 
clinical aspects, its frequency, cause, clinical signs, 
and treatment, and points out how it may be diag- 
nosed easily by roentgenological means. The author’s 
experience covers 100 cases of unsuspected bilateral 
hydrosalpinx diagnosed in the course of 800 hystero- 
salpingographies over a period of ten years. 

Latent hydrosalpinx is a relatively frequent lesion 
which accounts for from 19 to 28 per cent of female 
sterility. It follows chronic genital infections, causes 
intermenstrual pain, and is a factor in functional 
uterine bleeding through its effects upon the ovaries. 
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The gonococcus is generally the primary agent, al- 
though secondary invaders as well as the tubercle 
bacillus and peritonitis, following acute appendicitis, 
also play a part. 

The clinical diagnosis by bimanual examination is 
difficult because the hydrosalpinx is soft, not easily 
outlined. Except for tenderness in the cul-de-sac 
and indefinite adnexal enlargement, generally diag- 
nosed as cystic ovary, there are no positive signs to 
establish the diagnosis. Certain clinical facts sug- 
gest the diagnosis of hydrosalpinx: (1) salpingitis 
following minor gynecological maneuvers, (2) rapid 
disappearance of adnexal masses after attacks of sal- 
pingitis, (3) failure of diathermy treatment in 
chronic salpingitis, (4) intermenstrual pain, (5) inter 
mittent hydrorrhea, and (6) preéxistent pelvic peri- 
tonitis or ascites. 

The roentgenological diagnosis is based on the ap- 
pearance of the lipiodol after injection. When it 
reaches the hydrosalpinx it separates into small, 
well-defined, spherical droplets. This is evidence 
that the oil has fallen into a liquid. These droplets, 
moreover, most often collect in two symmetrical 
masses. Midline accumulation of the droplets is evi- 
dence of liquid in the cul-de-sac. This same appear- 
ance may occasionally be obtained in the presence of 
fundal carcinoma with abundant mucous exudate in 
a retroflexed uterus. 

A second roentgen sign of hydrosalpinx is a well- 
defined tubal shadow. The shadow cast by the nor- 
mal tube is diffuse and irregular. The author cau- 
tions that only small amounts of lipiodol should be 
injected whenever hydrosalpinx is suspected. As 
soon as droplet formation begins to appear under the 
fluoroscope, injection of oil is discontinued and a 
roentgenogram is made at once. The diagnosis of 
bilateral involvement can be made only twenty-four 
hours later when a second roentgenogram is made. 
Distention of the tube by too large amounts of the 
oil will cause the inflammatory process to flare up. 

The progress of hydrosalpinx may take one of 
several courses: (1) it may remain unchanged; (2) it 
may increase in volume; or (3) it may become in- 
fected acutely on one or more occasions. Dilatation 
of the cervix, electrocoagulation or chemical cautery 
of the cervix, gynecological maneuvers, as well as 
diathermy treatments are contra-indicated. The 
treatment of hydrosalpinx is surgical; in mild, recent 
cases conservatism is justified. 

Harowp C. Mack, M.D. 


Mintz, M. E.: Treatment of Obstructed Fallopian 
Tubes in Sterility by Diathermy and Tubal 
Insufflation. Am. J. Obst. & Gynec., 1937, 34: 93. 


Surgical reéstablishment of the lumen of the fai- 
lopian tubes has met with only limited success. Any 
non-surgical measure which has some promise of 
improving the tubal status must be considered 
worth while. Repeated insufflation has in a number 
of instances proved to be effective. Diathermy 
treatment combined with insufflation exerts a rep- 
arative influence on some chronically diseased tubes 


leading to the restoration of patency, and is followed 
by pregnancy in many instances. 

The report is based on the treatment of 44 cases 
of tubal obstruction as determined by tubal in- 
sufflation before treatment was started. There were 
30 cases of primary sterility and 14 cases of sec- 
ondary sterility. In 25 of the 44 patients treated, 
patency was reéstablished to some degree. Of these 
25 women, 9g became pregnant and gave birth to 
normal children. Two patients developed ectopic 
pregnancies necessitating operation. In 14 instances 
no pregnancies have been noted as yet. 

Each patient received diathermy treatments from 
one to three times a week, the total ranging from 
15 to 59 treatments. Each treatment lasted from 
thirty to forty-five minutes, using from 2,500 to 
3,000 ma. of current with the abdominal and sacral 
electrodes. When the abdominal and vaginal elec- 
trodes were used the current employed was only 
from 2,000 to 2,500 ma. The electrodes used were 
a concave vaginal electrode, and ordinary Cook’s 
malleable tin metal, 5 by 8 in. long, 22 gauge, made 
by Westinghouse Electric Company, for the abdo- 
men and sacrum. Epwarp L. Cornett, M.D. 


Generson, L. R.: Ovarian Tumors (Zur Kasuistik der 
Ovarialtumoren). 1936: Basel, Dissertation. 


This dissertation pertains to the ovarian-tumor 
material of the Gynecological Clinic at Basel from 
1901 to 1934. There were 1,000 cases of ovarian 
tumor treated in these thirty-three years. The tumor 
groups were discussed individually: 

1. Cystadenoma pseudomucinosum. There were 
607 cases in this group. The operative mortality was 
1.9 per cent. The case histories of the 12 patients 
who died are given in detail, as are also the histories 
in the other groups. 

2. Cystadenoma serosum papillare. There were 
118 cases in this group, with a primary mortality of 
3.7 per cent. 

3. Dermoid. Of 118 patients in this group, 1 died, 
giving a mortality of o.8 per cent. 

4. Teratoma. There were 4 cases in this group. 

5. Fibroma. There were 6 patients in this group, 
1 of whom died. 

6. Sarcoma. Of 6 patients in this group, 3 died 
during their stay in the hospital. 

7. Primary ovarian carcinoma. There were 60 
cases with a mortality of 33.3 per cent in this group. 

8. Secondary carcinoma. In this group the author 
places those cases in which malignant degeneration 
occurred in primary non-malignant tumors. There 
were 18 in the cystoma pseudomucinosum group, 45 
in the cystoma serosum group, and 2 in the dermoid 
group. 

9. Metastatic tumors. There were only 2 cases 
in this group. 

The author gives no facts regarding the histological 
structure of the malignant tumors, nor a classifica- 
tion of the cancers. He also says nothing regarding 
the ultimate prognosis of the carcinomas. 

(FauvET). Leo A. JUHNKE, M.D. 
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Compton, B. C.: Malignancy of Granulosa-Cell 
Tumors. Am. J. Obst. & Gynec., 1937, 34: 85. 

The patient at the age of forty-four showed a 
large ovarian neoplasm on the left side with an 
enlarged somewhat boggy uterus, but no menstrual 
irregularities or intermenstrual bleeding. Sixteen 
years later, some years after the expected meno- 
pause, she again presented an enlarged uterus with 
definite endometrial hyperplasia, a pelvic neoplasm 
microscopically identical with the first tumor, and 
periodic uterine bleeding. These findings all show 
evidence of excessive and prolonged folliculin stimu- 
lation produced by this feminizing type of tumor. 
Whether the second tumor arose from a granulosa- 
cell rest or from a recurrence of the previously re- 
moved tumor cannot be proved, but the evidence 
points to the former explanation. 

EDWARD L. CoRNELL, M.D. 


EXTERNAL GENITALIA 


Klaften, E.: The Combined Hormonal Manage- 
ment of Pruritus Vulvz (Ueber die kombinierte 
hormonale Behandlung des Pruritus vulve). Med. 
Klin., 1937, 1: 566. 

The results of treatment of pruritus vulve with 
injections of gynergen, secale-dispert suppositories, 
calcibronat, bromostrontiuran and even with the 
roentgen rays were not satisfactory. In 22 cases only 
6 patients were cured and 5 were benefited. Better 
results were obtained after the intramuscular injec- 
tion of large doses of follicular hormone. After con- 
sideration of the fact that the greater portion of the 
hormone administered in this manner may be ex- 
creted without affecting the local disease area so that 
only a fractional part has therapeutic value, the fol- 
licular hormone was administered percutaneously in- 
stead. Folipex ointment, 50 gm. of which con- 
tained 100,000 international units of follicular hor- 
mone, was rubbed into the closely adjacent healthy 
skin each day. The favorable effect of this per- 
cutaneous method of administration on a very re- 
sistant case caused the author to extend the treat- 
ment with folipex ointment to 1o other cases of pruri- 
tus with resulting cures in 6 instances. Increased 
itching is first noted after the treatment is begun, 
which, however, should not interrupt the continua- 
tion of the treatment. In 3 instances the ointment 
brought about complete cure, even to full disap- 
pearance of the areas of kraurosis. 

On the basis of this experience the following 
regime of combined treatment is recommended for 
pruritus vulve and all dermatitis caused by ovarian 
hypofunction::. 

During the first week 30,000 international units of 
follicular hormone should be injected every other 
day, and a daily application of 4,000 units of folipex 
ointment was made to the skin surrounding the 
affected area. During the second week, the ad- 
ministration of 30,000 units of follicular hormone 
intramuscularly is alternated with the application of 
the folipex ointment every other day. During the 


third week, from two to three ointment applications 
and two intramuscular injections of 20,000 units are 
given, and during the fourth week, one or two oint- 
ment applications and two injections of 10,000 units 
of follicular hormone. The same treatment is re- 
peated during the fifth week. From the sixth to 
twelfth weeks one or two ointment applications are 
given each week. 

Thirty-eight patients, ranging in age from thirty 
to eighty-two years were treated with this method. 
Cures were obtained in 25 instances. In g pa- 
tients, chiefly women with marked hypertension and 
atherosclerosis the condition was refractory. Recur- 
rences occurred in 4 cases within from nine to 
twenty-one months. For kraurosis vulve a special 
ointment containing 50,000 international units of 
follicular hormone per 50 gm. of ointment and 50,000 
international units of Vitamin A is used for local 
treatment. 

(Hans HEIDLER). Haroitp C. Mack, M.D. 


MISCELLANEOUS 


Motta, G.: Contribution to the Study of Pseudo- 
pregnancy Endocrine Syndrome. Amenorrhea 
followed by Grave Metrorrhagia Due to Per- 
sistent Corpus-Luteum Cyst (Contributo allo 
studio delle sindromi endocrine pseudogravidiche. 
Amenorrea seguita de metrorragia grave per corpo 
luteo cistico persistente). Arch. di ostet. e ginec., 
1937, 15: I. 

It is known that cystic formations in the ovary of 
the follicular and corpus-luteum types are able to 
produce important functional and anatomical 
changes in the uterus. This is not the result of the 
mere presence or size of the cysts, but rather to the 
continued physiological activity. It is, therefore, 
probably better to speak of persistent follicular or 
corpus-luteum cysts when they produce their syn- 
drome. The close normal relationships between the 
graafian follicle and the corpus luteum and the 
hypophysis results in a disturbed physiology when 
these structures do not retrogress normally. The 
author presents a short résumé of the theoretically 
possible disturbances in this relationship. 

He then reports the record of a patient, aged 
twenty-nine, a para-iv, who gave a history of the 
onset of the menses at twelve years of age and the 
occurrence of perfectly normal menstrual periods 
interrupted only by four normal pregnancies. The 
last menstrual period was on August 1. On the date 
of the expected menstrual period in September and 
October there was only slight spotting of blood. On 
November 1 menstruation began and continued 
throughout the month and the flow became especial- 
ly copious on November 30 and December 1 with 
resultant collapse. Aside from the amenorrhea there 
were no other signs of pregnancy. At no time had 
the patient noticed solid tissue in the menstrual 
blood. 

Physical examination revealed a patient in col- 
lapse, markedly anemic, intensely dyspneic, and 
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with a pulse which was barely perceptible. Gyne- 
cological examination revealed the uterus to be en- 
larged about twice the normal size, anteflexed, 
mobile, and not tender. The cervical canal was 
closed and from it oozed a moderate amount of 
bloody fluid. In the right adnexa a small orange- 
sized cystic mass was palpated. 

Because of the possibility of tubal ectopic preg- 
nancy, an exploratory operation was performed. 
There was no blood in the peritoneal cavity. A 
mobile ovarian cyst on the right side was removed. 
The uterus was enlarged and cyanotic. Postopera- 
tively, the metrorrhagia stopped within a few days. 

On December 1, immediately after operation a 
forty-eight-hour Friedman test with the patient’s 
urine revealed mild hypertrophy and congestion of 
the uterine cornua but no ovarian reaction in the 
test animal. On the same date, a similar test with 
fluid from the excised cyst revealed marked hyper- 
trophy and congestion of the uterine cornua but no 
ovarian reaction. Another test with urine repeated 
on the fourteenth postoperative day revealed no 
alterations in the test animal. These tests indicate 
the presence of the ovarian hormones but the ab- 
sence of the hypophyseal hormones. 

Pathological examination of the ovarian cyst re- 
vealed it to be lined by lutein cells, smooth lined, and 
containing yellow limpid fluid. 

The author discusses this patient’s condition and 
compares it with other reports in the literature. 
These cysts characteristically produce amenorrhea 
as a sign of activity, and uterine hemorrhage as an 
indication of retrogression of the cyst and cessation 
of activity. Such a hemorrhage may also result from 
the removal of such a cyst if it is performed during 
the period of amenorrhea. In the differential diag- 
nosis of this condition the absence of the hypophy- 
seal hormones and the presence of the ovarian hor- 
mones in the patient’s urine is of most value. 

A. Louts Rost, M.D. 


Maliphant, R. G.: Menstrual Fistulas. Lancet, 1937, 
232: 1509. 

The term “menstrual fistula’ was suggested in 
1928 by Ballin for a sinus occurring in a laparotomy 
scar and from which there was a periodic discharge 
of blood more or less coincident with menstruation. 
Such a sinus may either communicate with the 
uterine mucosa or with aberrant endometrial tissue. 
The term ‘“‘fistula” is strictly applicable to such 
a sinus only when it communicates with the uterus. 
Fistulous tracts leading from the uterus to the ab- 
dominal wall almost always follow surgical inter- 
vention. Their symptoms are pathognomonic. The 
history is usually that of postoperative incision fail- 


ing to heal completely and having a small sinus 
which drains dark blood during menstruation. In 
some cases the skin closes and the menstrual dis- 
charge collects as a subcutaneous hematoma to 
rupture externally later. 

The case reported was that of a thirty-nine-year- 
old primipara, who had had an appendectomy and 
a right salpingectomy eighteen months previously. 
Upon admission there was an extremely painful 
swelling in the left groin above and parallel with 
Poupart’s ligament. This was treated by an inci- 
sion over the swelling parallel to the inguinal canal 
below the external oblique muscle. An abscess con- 
taining foul-smelling pus was opened. The abscess 
cavity <ommunicated with another intraperitoneal 
abscess. This incision did not heal and a sinus 
remained which regularly discharged blood coinci- 
dental with menstruation. The blood appeared si- 
multaneously with the onset of the menstrual flow 
and disappeared several hours after the menses had 
ceased. 

About four years later the patient was trans- 
ferred to the gynecological department and the 
entire fistula excised. The pelvic organs were found 
buried in adhesions. The free end of the left fal- 
lopian tube was adherent to the posterior aspect 
of the inguinal wound and the canal in the parietes 
was continuous with the tubal lumen. The left fal- 
lopian tube and the canal in the abdominal wall 
were removed in one piece, and the abdomen was 
closed. The postoperative course was uneventful. 
Menstruation occurred a few weeks postoperatively 
and the wound remained dry. 

Clinical reports on this type of pathology are 
uncommon. The literature contains 70 cases. These 
may be divided into two groups which are anatomi- 
cally and etiologically distinct. In the first group 
the communication between the uterine cavity and 
the abdominal wall is direct. This type of fistula 
may follow ventrofixation, myomectomy, or ce- 
sarean section. It may be secondary to faulty op- 
erative technique, infection, subsequent adhesions 
of the uterine and parietal wounds, or the use of 
non-absorbable suture material. 

In the second group the connection between the 
uterus and abdominal wall is indirect through one 
of the fallopian tubes or tubal stumps. There are 
also 3 cases on record of indirect uterine fistula of 
spontaneous origin. 

The diagnosis is based upon the history of bright 
red blood discharged in or about the time of men- 
struation. The prognosis is usually good unless the 
fistula communicates with the bowel as well as the 
uterus. The treatment is usually surgical correction. 

SAMUEL J. FoGELson, M.D. 
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SYPHILIS AND PREGNANCY 


Collective Review 


DAVID S. HILLIS, M.D., F.A.C.S., and S. J. BENENSOHN, M.D., Chicago, Illinois 


HE numerous manifestations of syphilis 

in pregnancy are well known, and the 

fact that syphilis is a very important 

cause of infant mortality has been es- 
tablished beyond question. Although it is true 
that a certain percentage of luetic mothers may 
give birth to non-luetic infants, the effect of the 
disease is so serious that it must be presumed that 
tragic consequences will occur in all pregnancies 
complicated by syphilis. Therapeutic efforts 
should be instituted intensively and intelligently 
during the prenatal period to prevent the oc- 
currence of tragedies and the transmission to the 
second or even the third generation. Estimates 
of the incidence of syphilis among prenatal pa- 
tients vary from as low as 3 per cent to as high as 
30 per cent. Zangemeister (21) reports from 2 to 
5 per cent incidence in all ward cases in Germany. 
Von Jaschke and Pankow (5) report from 5 to 10 
per cent incidence among their clinic patients, and 
among the colored in our southern states the in- 
cidence has been reported as high as 30 per cent. 
The acme of syphilis control has been attained 
in Denmark (24); in 1932 among 1,800 deliveries 
in one hospital, more than one-half of which were 
those of unmarried mothers, there were only 32 
cases of maternal syphilis, an incidence of 1.7 per 
cent. In the same institution only from 1 to 3 
cases of congenital syphilis are recognized each 
year. Although anti-syphilitic legislation has 
been in effect in Denmark since 1790, since the 
post-war epidemic from 1919 to 1933 the number 
of new cases reported in Copenhagen each year 
has dropped from 3,000 to less than 200. Con- 
genital syphilis is proportionately infrequent. 
The relatively high incidence of maternal syphilis 
in the United States indicates the necessity for 
adequate prenatal care of our expectant mothers. 
During the four-year period from January 1, 
1933, to December 31, 1936, 16,242 women were 
delivered in the Obstetric Department of the 
Cook County Hospital. A total of 10,016 of these 
patients were admitted to our prenatal clinic 


From the Department of Obstetrics and Gynecology, North- 
western University Medical School, and the Obstetrical Depart- 
ment of the Cook County Hospital, Chicago. 


while the remainder, or 6,226 patients, either had 
no prenatal care, or were referred to the hospital 
by outside prenatal clinics or private physicians. 
Four hundred and eighteen of the 10,016 women 
with prenatal care were luetic and 9,598 were 
non-luetic. 

All patients entering the prenatal clinic are put 
through an intensive routine medical and ob- 
stetric examination. During the four-year period 
10,340 blood tests were made for syphilis as a 
routine procedure. There were 3 to 4 plus re- 
actions in 280, or 2.7 per cent, of these patients, 
and 1 to 2 plus reactions in 456, or 4.5 per cent. 
Since a 3 to 4 plus reaction is accepted as positive 
evidence of syphilis, patients showing such a re- 
action are immediately given intensive treatment. 
The test was repeated in those patients showing a 
1 to 2 plus reaction. If the weak positive reaction 
persisted, then a provocative Wassermann test 
was performed. If the reaction following the 
provocative test was still weakly positive or nega- 
tive, no treatment was instituted. In this series 
of cases there were 456 repeat Wassermann and 
Kahn tests; 202 were negative and, therefore, a 
provocative test was not deemed necessary. Al- 
though the Wassermann test gave a 2 plus or less 
reaction in 79 of the 456 cases, there was a 
definite history of lues and, therefore, these pa- 
tients were immediately given treatment. The 
reaction continued to be weakly positive in 175 
cases after the repeat Wassermann test, and in 
these cases provocative tests were performed. 
Three-tenths of a gram of neoarsphenamine is 
used for a provocative test at the Cook County 
Hospital Prenatal Clinic. Fifty-nine of the 175 
provocative tests gave 3 to 4 plus reactions. The 
reliability of these diagnostic procedures will be 
discussed further. 

Following the diagnosis of syphilis, expectant 
mothers are treated in the prenatal clinic at the 
hospital rather than referred elsewhere. These 
women are instructed to report to the anti-luetic 
clinic once a week throughout pregnancy. In 
addition to the routine prenatal management 
they are given intensive anti-luetic therapy con- 
sisting of the administration of 0.6 gm. of neo- 
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arsphenamine and 0.13 gm. of bismuth salicylate 
every week until delivery. In selected cases 
because of technical difficulties, 0.2 gm. of bis- 
marsen, is administered intramuscularly, as a 
substitute. There are no rest intervals during the 
prenatal period. This plan of management is 
carried out with the advice and coédperation of the 
Department of Dermatology of the hospital, and 
in the event reactions occur or there is a question 
of modifications or variations of treatment, the 
dermatologists are consulted. The control of the 
patients, however, is not relinquished. 

Patients arriving at term are admitted to a 
special ward reserved for all venereal cases and 
are delivered in this ward. 

Before the mothers’ postnatal stay at the 
hospital is completed, all of the babies are roent- 
genographed for evidence of bone syphilis, and if 
evidence of lues is found, they are referred to the 
Infant Welfare Society, the Health Department 
of the City of Chicago, or the Pediatric Depart- 
ment of the Cook County Hospital for follow-up 
and therapy. If no evidence of lues is found, the 
mothers are instructed to report to the postnatal 
clinic with their babies at the end of six weeks. All 
still-births are also roentgenographed for evidence 
of syphilis. 

The babies brought to the postnatal clinic re- 
ceive a fontanel puncture for serology determina- 
tion and are again roentgenographed. These tests 
are then repeated at three, six, and nine menths, 
and one, two, three, and five years. If at any time 
evidence of syphilis is discovered, the baby is im- 
mediately referred for treatment. 

Mothers receiving postnatal treatment are put 
on a modified plan of management consisting of 
ten weekly injections of 0.6 gm. of neoarsphena- 
mine and 0.13 gm. of bismuth salicylate, followed 
by a rest period of two months, during which time 
instructions are given for continuing the treat- 
ment at home with mercury rubs and potassium 
iodide. Following their rest the patients return 
to the clinic for a Wassermann test and a second 
course of intravenous and intramuscular therapy. 
This plan is continued until the blood Wasser- 
mann test is consistently negative, at which time 
a lumbar puncture is done. If this is negative, the 
patient is dismissed as an arrested case, but 
Wassermann tests are made biannually for two 
years, then annually for five years. If, however, 
the patient should become pregnant at any time, 
the intensive therapy is reinstituted and con- 
tinued to term regardless of serological findings. 

As previously stated, there were 418 cases of 
syphilis among 10,016 prenatal mothers, an in- 
cidence of 4.17 per cent, which is somewhat lower 
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than that usually quoted for an institution of the 
type of Cook County Hospital. Here 348 mothers 
came to the clinic early enough to receive anti- 
luetic therapy. Seventy mothers received no 
therapy because they came to the clinic for the 
first time within a week or two of delivery. A few 
of these were seen early in the last month of 
gestation but, because of the neceessity of a repeat 
Wassermann test followed by a provocative test 
in order to establish the diagnosis definitely, they 
were delivered before treatment could be started. 


RESULTS OF TREATMENT 


TABLE I.—RESULTS OF 418 CLINIC CASES OF 
SYPHILIS (TREATED AND UNTREATED) 


Amount of 


No Treat 
Treatment 


ment 


5 or | 


less 6 to 10 | Over 10 


| 
| Total 





| 

| 

| 

Live non-luetic | | 
infants 04 3: } 40 

| 


| 304 





Live but with evidence 


of lues (1st 2 weeks) 4 ° 7 





Still-births 5 


15 





Abortions 3 





Total 106 





The results of treatment (Table 1) reveal at 
once not only the value of therapy in cases of 
syphilis in pregnancy, but also, and even more 
important, the advantages of instigating therapy 
early. The cases under “‘no treatment” refer only 
to those mothers admitted to the prenatal clinic 
who were delivered before receiving treatment. 

Analysis of Table 1 reveals that in 348 prenatal 
cases treated, there were 24 failures. The salvage 
in the entire series of 348 cases treated was 92.9 
per cent compared to 57.1 per cent in the non- 
treated cases. 

It is an accepted but not plausible fact that 
luetic mothers may give birth to live non-luetic 
infants. Most workers agree that the probability 
of transmission to the infant is greater the more 
recent the infection. Mothers with latent lues of 
long standing may give birth to live, apparently 
non-luetic infants.There is little dispute since the 
advent of the Wassermann reaction that the 
method of transmission is by way of the placenta 
from the maternal circulation. The germ 
theory is no longer tenable. Cooke (3) is of the 
opinion that when the initial infection occurs 
during pregnancy, the extensive spirochetemia 
occurring during the primary and secondary 
stages of the disease always infects the placenta 
and then the fetus. However, since the infection 
has passed the acute stage, in some pregnant 
mothers, the infant may not be infected. Trans- 
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mission is dependent upon active spirochetes in 
the blood stream and, therefore, Cooke believes 
that transient periods of spirochetemia occur in 
cases of latent lues and that these periods of 
spirochetemia become less frequent as time passes 
on. If a period of spirochetemia occurs during 
pregnancy, then the fetus becomes infected. It is 
interesting that many luetic mothers have never 
had clinical manifestations of the disease and give 
no suggestive history. Cooke suggests that such 
a patient may acquire the infection from her 
husband long after he has received his initial in- 
fection and that the spirochete lies dormant in the 
testicle and is transmitted to the mother by 
means of the semen. Entering the mother in a 
dormant state, the spirochete does not produce 
the active manifestations of the primary or 
secondary stage but remains dormant in some 
organ in a latent or attenuated state. The chances 
of transmission from mother to infant have been 
quoted as from roo per cent to 50 percent. In our 
series, 26 infants of 70 untreated luetic mothers 
did not show evidence of congenital lues from the 
first six months to one year of life. 

The salvage among our treated cases compares 
favorably with reports from other clinics. At the 
Johns Hopkins Clinic the salvage in 943 treated 
cases varied from 89 to 100 per cent, depending 
upon the amount of treatment; and at Guy’s 
Hospital in London the salvage in 485 treated 
cases was 91.8 per cent, while the live babies in 
the untreated cases amounted to 71.96 per cent. 
McCord (7) reports that in 403 colored women 
who were treated, the salvage was 94 per cent, 
while the live babies in 116 untreated colored 
patients amounted to only 33.8 per cent. It is 
noteworthy that in 137 cases in our clinic re- 
ceiving ten or more treatments, there were only 3 
failures, a salvage of 97.8 per cent, compared to a 
salvage of only 92 per cent in cases receiving six 
to ten treatments, and a salvage of 89 per cent in 
cases receiving five or less treatments (Table 1). 
The Coéperative Clinical Study (23) in reviewing 
3,817 cases, reports a 78 per cent salvage in cases 
in which treatment was started before the fifth 
month, as contrasted to a 61 per cent salvage in 
those cases in which treatment was started after 
the fifth month. Costello and Rackoff (4) report 
a salvage of 97.5 per cent in cases receiving six or 
more treatments. These statistics corroborate 
our own findings pertaining to the advantage of 
early therapy. 


FOLLOW-UP 


Unfortunately many reports fail to include 
follow-up statistics on infants delivered of luetic 


mothers. Follow-up statistics on our cases are 
available in only 252 of 364 infants discharged as 
apparently non-luetic (See Table 11). 


TABLE II.—RESULTS OF FOLLOW-UP IN 252 
PRENATAL CASES WITH AND WITHOUT 
TREATMENT 


No Treat- 
ment 


Amount of or 


treatment Over ro 





Non-luetic infants 52 92 26 





Infants showing 
évidence of lues 7 5 8 











Total 59 97 34 











Percentage of 
salvage 88.8 


04.5 | 77.0 | 





The net salvage in our series after follow-up, 
varying from a period of six weeks to five years, 
was 196, or go per cent of 218 treated cases, com- 
pared to 26, or 77 per cent, non-luetic infants in 
34 untreated cases. 

In this series of cases followed up it is es- 
pecially noteworthy that in 97 mothers receiving 
ten or more treatments there were only 5 failures, 
a salvage of 94.5 per cent. 

As was stated previously, at the six-week period 
and at each of the intervals that the infants are 
returned, blood is drawn for serological examina- 
tion and x-ray examinations of the long bones are 
made. We attempt to follow these cases for as 
long 4 period of time as it is possible to persuade 
the mothers to return their infants to the clinic. 
Of the 222 non-luetic infants (Table IT), 96 were 
followed for a period of from six weeks to three 
months, 54 were followed for six months, 45 were 
followed for one year, and 27 were followed for a 
period of from one to three years (Table III). 


TABLE III.—THERAPY IN SALVAGED CASES IN 
RELATION TO DURATION OF THE FOLLOW-UP 





Less than 255 tien 


5 treat- 5 to Io wetce 
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Total 
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6 weeks to 
3 months 96 





6 months 54 





I year 45 





1 to 3 years 27 











Total cases 
followed 222 














Total luetic pre- 
natal clinic 418 106 





Analysis of Table III reveals that the highest 
percentage of mothers who returned their infants 
for check-up occurred in the group receiving the 
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most therapy during the prenatal period, and the 
lowest percentage occurred in mothers receiving 
no therapy. It is obvious, therefore, that the 
more impressed the patient is concerning her dis- 
ease and the more conscientious she is about her 
prenatal care, the more codperation can be ex- 
pected insofar as follow-up both for mother and 
child is concerned. 

Among the 30 infants showing evidence of con- 
genital syphilis as revealed by the x-ray examina- 
tion (Table II), only 4 had positive serology re- 
actions at the six-week period. One of these 
infants had 2 plus Kahn and Wassermann re- 
actions, 1 had 4 plus Wassermann and Kahn 
reactions, and 2 had 1 plus Wassermann or Kahn 
reactions at the six-week period. In the remaining 
26 cases of congenital lues, the Kahn and Wasser- 
mann reactions were negative. In order to 
eliminate the possibility of error, the serology 
tests were repeated twice in 7 cases and three 
times in 2 cases with negative reports in each in- 
stance. In this series of cases serology has been 
found to be unreliable as an aid to the diagnosis 
of early congenital lues. In 1 case an infant had 3 
negative Kahn or Wassermann reactions at 
various intervals from six weeks to two years. 
At two and a half years the Wassermann reaction 
became positive for the first time. Diagnosis had 
been made with the x-rays at the first year 
check-up. This indicates the shortcomings of the 
Wassermann reaction in the diagnosis of early 
congenital lues. 

Among the 30 luetic infants (Table II), we were 
able to diagnose the disease in only 19 cases at 
the six-week period. In the remaining 11 cases 
the x-ray examination was negative at the six- 
week examination; in 7 of these cases the x-ray 
revealed evidence of lues when repeated at three 
and four months, and in the remaining 4 cases 
early roentgenology was negative until after six 
months. Since in 11 cases x-ray examination 
failed to disclose evidence of lues at the six-week 
period, the importance of repeated x-ray ex- 
amination in the early diagnosis cannot be 
emphasized too strongly. 

Twenty-five of the mothers whose infants 
showed evidence of congenital lues had 4 plus 
positive serology reactions before therapy was 
initiated in pregnancy, and at the first post-natal 
examination. This showed the value of follow-up 
of the infants of mothers whose blood reactions 
remained strongly positive in spite of treatment. 


ABORTIONS 


There were 14 cases of lues (Table I) that 
terminated in abortion among our clinic patients. 
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Eight of these patients received no therapy and 
aborted shortly after the first prenatal visit. One 
of these patients became pregnant again within 
three months after aborting and nine months 
later, after intensive therapy, gave birth to a live, 
apparently non-luetic infant. Five of the 8 
patients who had received no therapy were multi- 
paras and had had one or more previous abortions. 
Of the remaining 6 patients who received treat- 
ment, 3 had had three or more abortions. 

An interesting statistical observation is that of 
the 324 mothers who had been under treatment 
and had delivered non-luetic infants, 64 had had 
one or two abortions and 45 had had three or move 
abortions. 


STILL-BIRTHS IN CLINIC CASES 


Of the 28 clinic patients who had luetic still- 
births, 15 had received no therapy (Table I) be- 
cause they had not attended the clinic early 
enough in pregnancy. The serology was 4 plus in 
8 of the untreated cases. In 6 the serology re- 
action was 2 plus or less but 3 of these gave a 
history of previous anti-luetic therapy. In the 1 
remaining untreated case the serology report was 
plus-minus, but delivery occurred before a 
provocative test could be performed. Eight of 
these untreated patients had had two or more 
previous abortions and 1 patient, a gravida-viii 
with a history of five previous abortions and a 
negative serology reaction, had refused treat- 
ment. At the sixth month she was delivered of a 
macerated luetic fetus. Another patient in this 
series had been under treatment during an earlier 
pregnancy and had given birth to a live non- 
luetic infant. During the present pregnancy she 
received no therapy and at term a macerated 
luetic fetus was delivered. 

A comparison of the results in luetic patients 
who had not received any treatment before preg- 
nancy with those cases which had received treat- 
ment before pregnancy is shown in Table IV. 

Further analysis reveals that in 40 new cases of 
maternal syphilis not receiving treatment, only 20 
infants were born alive and without evidence of 
lues during the first two weeks of life. This 
represents a 50 per cent loss as compared to a 33 
per cent loss (10 of 30 cases) in luetic mothers who 
had at some time in their lives received anti- 
luetic therapy. Among 214 new cases receiving 
treatment there were 15 failures and a salvage of 
93 per cent as compared to g failures and a salvage 
of 93.6 per cent in 134 old luetic treated cases. 
The total salvage is almost equal in both groups. 
However, in 47 old luetic cases which were given 
more than ten treatments, the gross salvage was 
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TABLE IV.—A COMPARISON OF RESULTS AMONG 254 NEW CASES OF LUES AND 164 OLD CASES 


254 new cases 


164 old cases 





Number of treatments | rtos 5 to 10 





10 or more | 5 to 10 | 10 or more 





Live births | 55 57 


| 


Yn ee 





Live but luetic 











Still-births 


| 
| | 

| | | | 

| | | 





Abortions 





Total 





100 per cent, compared to a 96.7 per cent salvage 
in new cases of lues. These statistics justify and 
emphasize the importance of intensive therapy 
during each pregnancy, regardless of the amount 
of therapy received prior to pregnancy and regard- 
less of serology findings. 


RESULTS OF SEROLOGY REACTIONS 


As previously stated, 456 patients had a plus- 
minus to a 2 plus serology reaction after the 
initial routine Wassermann test. Seventy-nine of 
these patients gave a definite history of lues and 
were immediately given treatment. Repeat 
Wassermann reactions were 1 and 2 plus positive 
in 194 patients. Provocative tests were per- 
formed upon 175 of these, and revealed 59 with 
4 plus reactions. In 119 cases after provocative 
tests the Wassermann reaction was negative to 2 
plus and treatment was not instituted. Sixty-one 
of these 119 mothers were followed after delivery 
and in 2 infants, 3.2 per cent, congenital lues was 
diagnosed. In 19 cases with from plus-minus to 
2 plus reactions in which no provocative was per- 
formed, 1 baby (5.2 per cent) was luetic. These 
figures indicate that, as outlined earlier in this 
paper, in carrying out our plan of management 
there will be 3.5 per cent of the mothers with from 
plus-minus to 2 plus reactions and regarded as 
non-luetic, who will give birth to syphilitic babies. 

Of 348 mothers treated, only 5 developed 
arsenical reactions requiring cessation of arsenic 
therapy. One patient died as a result of therapy. 
This patient, aged twenty-one, was a gravida-iv, 
para-O at the time of death. On January 10, 1934, 
she was seen in the hospital for the first time in the 
process of aborting. The Wassermann reaction at 
that time was negative. She had had two pre- 
vious abortions. She was next seen at the post- 
natal clinic eight weeks later when a repeat 
Wassermann reaction was reported as 4 plus. She 
then failed to return until nine months later, at 
which time she was four months pregnant, and a 
repeat serology examination was 2 plus. How- 
ever, she was given anti-luetic therapy and re- 


ceived two injections of 0.3 gm. of neoarsphena- 
mine at intervals of one week, followed by two 
injections of 0.6 gm. of neoarsphenamine at the 
same intervals. On April 23, 1935, one week after 
the fourth treatment, the patient returned to the 
clinic with a generalized exfoliative dermatitis and 
was admitted immediately to the hospital on the 
dermatology service. She died undelivered on 
May 12, 1935, seven weeks after the first treat- 
ment and four weeks after the last. The cause of 
death as reported by the coroner’s physician was 
“arsenic poisoning.” 
DISCUSSION 

Since pregnancy occurs so often among mothers 
with latent lues who do not have a suggestive or 
suspicious history of the disease, the serological 
examination becomes a most important procedure 
in the diagnosis of syphilis. The opinion has been 
quite general that there is a degree of incon- 
sistency inherent in serology tests performed upon 
pregnant women. Some workers prefer to con- 
sider only strong positive serology reactions as 
diagnostic of lues, and weak positive reactions in 
the absence of a definite history as not sufficient 
evidence to justify therapy. Nakayama (8), after 
exhaustive serological studies on pregnant moth- 
ers and their offspring, concludes that the blood 
reaction is of very little value in the diagnosis of 
syphilis. He is of the opinion that the parturient 
function causes a remarkable change in the re- 
active substance. Stillians (16), on the other 
hand, after studying the serology reactions of 6,954 
pregnant women, states that false negative re- 
actions occur in pregnancy, but false positive 
reactions occurred in not more than 2.5 per cent 
of the cases. He concludes that the Wassermann 
reaction has almost the same diagnostic value in 
the pregnant as in the non-pregnant state. Wile 
and Shaw (20) maintain that false positive re- 
actions in pregnancy are negligible. In their series 
of 100 luetic mothers the Wassermann reaction 
was strongly positive in 95 per cent of the cases, 
weakly positive in 4 per cent, and negative in 1 
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per cent. Laurence (6) investigated the clinical 
significance of 839 incomplete Wassermann re- 
actions. He found clinical symptoms in 70 of 251 
cases with weak positive reactions, and there was 
a suggestive history in 22 cases. He feels justified 
in regarding weak positive reactions with sus- 
picion. 

Bartholomew (1), analyzing 302 fetal deaths 
due to syphilis, found that 87 per cent of the 
mothers had a 3 plus or more Wassermann re- 
action. Had the Wassermann test been used as a 
basis of therapy, if his cases had been treated, he 
would have failed to prevent congenital lues in 13 
per cent. 

Nevinmy (9) reports the death of a child from 
congenital lues, who was born of a mother giving 
repeated negative Wassermann reactions. 

Schuman and Baines (15) report 6 cases in 
which women with negative Wassermann re- 
actions gave birth to luetic infants. 

As stated previously, of 119 mothers who con- 
sistently reacted weakly to repeated serology and 
provocative tests, 2 gave birth to luetic infants, 
and of 19 mothers who had negative to 2 plus 
reactions but who underwent no provocative 
tests, 1 gave birth to a luetic infant. Since false 
positive reactions seldom occur, it seems ad- 
visable to treat all patients with positive re- 
actions, regardless of the intensity of the reaction. 
Stillians (17), Oliver (10), Bundesen (2), and 
Vonderlehr (19) have indicated their agreement 
in this opinion. 

It is a known fact that the administration of 
arsenicals carries a mortality. Would we, then, 
be justified in subjecting a few non-luetic mothers 
with false positive Wassermann reactions to the 
dangers of arsenic in order to salvage an addi- 
tional 3 per cent of babies whose mothers would 
not receive therapy because of weak positive 
Wassermann reactions? Perhaps, time permit- 
ting, the dangers of arsenic can be minimized by 
liver and kidney function tests. 

In our series of cases treated there was 1 death. 
Rosensohn (13) reports two ante-partum deaths 
following arsphenamine therapy. 

Shivers (14), in quoting the Cologne Com- 
mission, reports 1 death in 11,398 injections. 
Stokes (18) reports 9 deaths in 63,000 injections. 
A report of the U. S. Navy made by Phelps (11), 
from 1925 to 1928, discloses 17 deaths in 273,354 
injections. The German government reports 1 
death in 10,984, and the British government re- 
ports 1 death in 13,000 injections. Mortality, 
based upon the number of injections made in 
our clinic, would then be 1 in approximately 5,000 
injections. 
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Plass and Woods (12) reported 3 fatalities in 
young luetic pregnant mothers due to arsenical 
hemorrhagic encephalitis. After a review of the 
literature, they are of the opinion that the preg- 
nancy makes the luetic patient more susceptible 
to the deleterious as well as to the beneficial ef- 
fects of anti-luetic therapy by the modern 
arsenicals, 

On the other hand, the statistics obtained 
from the Codéperative Clinical Group (22) in- 
dicated that the luetic pregnant woman is less 
susceptible to reactions than the non-pregnant. 
In 4,580 treatments given to pregnant syphilitic 
patients there were 82 reactions as compared to 
1,324 reactions obtained after 55,066 treatments 
to non-pregnant women. These contradictory 
findings indicate that more information should be 
collected before definite conclusions are drawn. 
A mortality associated with the administration of 
arsenicals cannot be denied. However, the plan of 
treating all cases with positive serology is justified, 
particularly if the reaction continues even weakly 
positive after repeating the test and after a 
provocative test, if by so doing 3 per cent more 
babies will be salvaged. However, great caution 
should always be exercised in the administration 
of the arsenicals. 


CONCLUSIONS 


1. The results in 418 cases of syphilis and 
pregnancy admitted to the prenatal clinic of the 
Cook County Hospital are analyzed; 348 cases 
received treatment, with a total of 46 failures, a 
net loss of 13 per cent. These failures included 
abortions, still-births, and all infants which, 
though born alive, showed evidence of lues. In 
70 untreated cases there were 38 failures, a net 
loss of 54 per cent. 

2. The net salvage in cases receiving ten or 
more treatments was 93.2 per cent as compared 
to a net salvage of 82 per cent in cases receiving 
less than ten treatments. 

3. Mothers who have received therapy pre- 
vious to becoming pregnant have the best chance 
of bearing live non-luetic infants if intensive 
therapy is administered during pregnancy, re- 
gardless of serology. 

4. Serology tests in newborn infants are of 
little value as an aid in diagnosis of early con- 
genital syphilis. 

5. The management of Wassermann 1 to 2 
plus reactions in pregnancy requires further in- 
vestigation. At the present time the evidence 
seems to justify treatment in cases with positive 
serology tests, regardless of the intensity of the 
reaction. 
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PREGNANCY AND ITS COMPLICATIONS 


Cordaro, G.: The Motor Activity of the Ureter 
during Pregnancy (L’Attivita motoria ureterale 
durante la gravidanza). Riv. ital. di ginec., 1937, 
20: 92. 

The author reviews briefly the literature on the 
motor activity of the ureter, with special attention 
to this activity during the pregnant state. He re- 
ports a series of studies in patients to demonstrate 
this action. Ninety-two patients were studied. The 
apparatus used permitted a precise registration of 
ureteral peristalsis during the course of catheter- 
ization of the ureter. It is described in detail. A 
large number of kymographic tracings are repro- 
duced to show the results. 

In normal females, used as controls, it was found 
that the right ureter was capable of exciting a force 
up to about 30 c.cm. of water. Studies in females 
during the first four months of pregnancy revealed 
no deviations from the normal. After the fifth 
month there was a definite decrease in the force of 
the contractions down to about 20 c.cm. and the 
movements of the ureter were definitely slower and 
of decreased amplitude. After the sixth month there 
was still greater inhibition so that the force main- 
tained dropped to 15 c.cm. and the peristaltic move- 
ments were still slower. After the seventh month 
the pressure dropped to 10 c.cm. and the peristaltic 
movements were barely demonstrable and were 
separated by very long rest periods. After the eighth 
month the ureter was completely atonic, barely re- 
sisting 5 c.cm. of pressure, and there was a complete 
absence of movements. At the conclusion of the 
uncomplicated pregnancy the function returned to 
norma! within a few days. 

The studies of patients with cystopyelitis indi- 
cated that the ureter becomes relatively atonic early 
and is no longer able to expel urine; this condition 
results in stasis. After the conclusion of the preg- 
nancy in these patients there was a tendency for the 
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function of the ureter to return to normal, but in 
many the return was not complete. 
A. Louts Rost, M.D. 


Kottmeier, H. L.: The Pernicious Form of Anemia 
of Pregnancy (Die perniciosiforme Schwanger- 
schaftsanaemie). Acta obst. et gynec. Scand., 1937, 
17: 260. 


The pernicious form of the anemia of pregnancy 
is generally considered rare, but many cases have 
been reported in Italy, Bulgaria, India, Switzerland, 
and Denmark. It is a serious disease with a bad prog- 
nosis; death occurs in up to 65 per cent of the cases. 
It occurs chiefly in multiparas, appearing generally 
in the last four months of pregnancy. The symptoms 
become aggravated during the course of pregnancy, 
and often the disease is combined with other toxi- 
coses of pregnancy. If the anemia is not fatal, the 
patient recovers after the delivery. Some of the 
women suffer with a secondary anemia for a long 
time previous to the pregnancy, but usually no ex- 
planation can be found in the past history for the 
development of the severe anemia. 

The cause of this disease is unknown. During the 
pregnancy one usually finds, almost physiologically, 
a secondary anemia with occasional very low blood 
values. The severely toxic pernicious form has 
nothing to do with this anemia. Sometimes an ane- 
mia with a pernicious-like blood picture is seen in 
pellagra, beri-beri, or chronic infectious diseases like 
tuberculosis or malaria. This anemia becomes ag- 
gravated during pregnancy, but has a far better 
prognosis than that associated with the severe toxic 
symptoms of the pernicious form of anemia of preg- 
nancy. Because of the frequent occurrence of this 
disease in certain countries, especially Italy and 
India, some seek the cause in the soil or climatic 
conditions, or consider the disease infectious, but 
evidence does not support these beliefs. Some be- 
lieve that the Welch bacillus is responsible, while 
others deny this. Certain investigators believe that 
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a vitamin deficiency is the cause in Italy, Bulgaria, 
and India, but the poor results obtained with vitamin 
therapy contradict this view. It is highly probable 
that the cause of this anemia in many of the cases 
reported lies in parasitic diseases and not in the 
pregnancy. A septic disease with hyperchromic 
anemia is not a true pernicious form of the anemia of 
pregnancy. The large number of cases reported in 
certain countries can finally be explained by incor- 
rect diagnoses. Many cases of secondary anemia are 
included in the pernicious form of the anemia of 
pregnancy only because of an increased color index. 
The determination of the hemoglobin and the ery- 
throcyte count are investigations subjectively in- 
fluenced and subject to error. A high color index 
may be due to technical or other errors. Besides, 
secondary anemia often shows irregular and imma- 
ture erythrocytes without necessarily indicating a 
serious blood disease. The diagnosis of the perni- 
cious form of anemia should be made only in the 
presence of pronounced toxic symptoms, signs of a 
progressive anemia, and an increased function of 
the bone marrow; a leucopenia and leucocytosis 
have also been reported. The color index is often 
below 1.0, which does not speak against the diag- 
nosis. Some believe that the disease is due to a 
placental toxin; that it is a toxicosis of pregnancy of 
unknown origin; that the bone marrow is injured 
either by previous diseases or pregnancies at short 
intervals; that it is Biermer’s disease with remissions; 
and that a low cholesterin content of the blood 
serum is responsible. 

The differential diagnosis from Biermer’s disease 
is difficult; patients do not recover from the latter. 
The combination of Biermer’s anemia and preg- 
nancy was rare formerly, but since the use of liver 
therapy it has become more frequent. In the perni- 
cious form the symptoms of spinoparalysis and oral 
and gastric symptoms are almost never present. 
The differential diagnosis also includes other toxic 
complications of pregnancy, premature separation 
of the placenta, and other causes of anemia, but 
offers no difficulties with careful study. 

The prognosis in untreated cases is grave; the mor- 
tality is up to 100 per cent, but since the introduc- 
tion of blood transfusions and liver therapy the mor- 
tality is much lower. The earlier the treatment, the 
better the prognosis, but cases that do not show 
signs of a pronounced toxicosis and progressive 
anemia should not be treated as the pernicious form 
of the anemia of pregnancy. The signs of a grave 
prognosis are a yellowish skin, hemorrhage from the 
skin or mucous membranes, less than 1,000,000 ery- 
throcytes per c.cm. of blood during pregnancy and less 
than 700,000 during puerperium, diminution of the 
immature erythrocytes in spite of progressive ane- 
mia, rapidly developing leucocytosis, and marked 
lymphocytosis. The prognosis is worse in primiparas 
than in multiparas. The earlier the symptoms ap- 
pear, the worse the prognosis. The disease usually 
appears in the sixth or the seventh month of preg- 
nancy. The gravest time of the disease is not dur- 


ing the pregnancy, but from the first hours to 
days after the delivery, when death often occurs in 
severe shock. If death does not ensue, recovery fol- 
lows in a few months. Premature interruption of the 
pregnancy gives a bad prognosis for the child. 

The morbidity of this disease is considerable; pye- 
lonephritis and septicemia are usual complications 
in the puerperium. Recurrences of the anemia have 
been reported. 

Symptomatic therapy with bone marrow by 
mouth and injections of the blood of pregnant 
women, neosalvarsan, and many other prepara- 
tions have proved practically futile, but numerous 
hopeless cases have been cured and the mortality 
has been lowered to 15.6 per cent with blood trans- 
fusions and liver therapy. The interruption of the 
pregnancy is no longer necessary with this treat- 
ment. In light cases liver therapy without the inter- 
ruption of pregnancy is allowable, but in cases with 
severe or progressive anemia the pregnancy should 
be interrupted. 

The author observed the pernicious form of ane- 
mia in 4 of 43,363 cases of pregnancy. Several cases 
with puerperal septic complications, septicemia or 
pyelonephritis, showed a hyperchromic anemia, but 
the author does not consider these as pernicious 
anemias but as secondary anemias of inflammatory 
origin. Louis NEUWELT, M.D. 


Kahr, H.: Thrombophlebitis in Pregnancy, with 
Special Reference to the Conduct of Labor 
(Ueber Thrombophlebitis in der Schwangerschaft im 
besonderen Hinblick auf die Geburtsleitung). Wien 
med. Wcehnschr., 1937, 1: 564. 


Four cases of thrombosis of the deep femoral or 
pelvic veins are first described. The first was that of 
a woman thirty-four years of age who had undergone 
gastric resection for gastric ulcer. Later, thrombo- 
phlebitis involving the right lower extremity de- 
veloped. She was admitted to the First Gynecologi- 
cal Clinic at Vienna in the thirty-first week of her 
third pregnancy with the history of swelling of both 
legs for two weeks. Three weeks before admission to 
the clinic a Bartholinian abscess on the right side had 
been incised. She presented a twin pregnancy and 
edema of both lower extremities, most marked on the 
right side. Spontaneous delivery occurred after 
eleven hours of labor. Both twins were in cephalic 
presentation. The births were fifteen minutes apart. 
The first twin weighed 2,500 gm. and was 47 cm. 
long; the second weighed 1,850 gm. and was 44 cm. 
long. The puerperium was normal. Marked regres- 
sion of the edema in the right leg was noticed on the 
eleventh postpartum day. The patient was dis- 
charged in good health on the thirtieth postpartum 
day. 

The second case was that of a thirty-eight-year- 
old woman who had had two spontaneous deliveries 
and three miscarriages. Three years previously the 
left adnexa had been removed because of tubal preg- 
nancy. Soon after the last menstrual period a swell- 
ing appeared in the region of the left knee joint, which 
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gradually extended upward. When she was first seen 
the pregnancy was in the third month. A poorly de- 
fined area of resistance was palpable to the left of 
the uterus; this is undoubtedly the site of the throm- 
bosed veins. Only after complete bed rest for three 
months was there a recession of the symptoms and 
signs. The patient was discharged from the clinic 
in the sixth month of pregnancy. No further swelling 
occurred. Premature breech delivery took place at 
home at eight months. The duration of the labor was 
fifteen hours; a 2,000-gm. fetus was stillborn. The 
puerperium was uneventful. 

The third case was that of a woman aged forty- 
five years. She had had one pregnancy fifteen years 
previously. A swelling of the left saphenous vein had 
occurred in the twenty-first week of the second preg- 
nancy and developed into marked thickening of the 
left thigh. After a period of five weeks during which 
the swelling had subsided, a marked swelling of the 
entire left lower extremity developed, which re- 
quired further bed rest for twelve weeks. Spon- 
taneous delivery of a 3,400-gm. living child occurred 
after seven hours of labor. An uneventful puerperium 
followed. 

The last case was that of a twenty-eight-year-old 
primigravida. Three weeks before delivery she had a 
feeling of heaviness in the left leg with pain and sub- 
sequent swelling extending to the inguinal region. 
Hard, resistant, painful cords were palpable in the 
course of the saphenous vein. There were edema and 
cyanosis of the left thigh. A cord-like thickening was 
palpable to the left of the mid-line by vaginal exami- 
nation. The legs were elevated and leeches were ap- 
plied. Labor began three weeks after the appearance 
of the thrombosis. Sixteen hours later there was 
spontaneous delivery of a living child in the posterior 
position. It weighed 3,510 gm. and was 52 cm. in 
length. Rapid regression of the swelling followed 
three days postpartum, and complete recovery from 
the thrombosis took place. 

Following the discussion of these 4 cases, Nos. 1 
and 3 with thromboses of the deep femoral veins and 
Nos. 2 and 4 with thromboses of the pelvic veins, 
synopses of the case histories of three women with 
superficial thromboses of the lower extremities dur- 
ing pregnancy were presented. Spontaneous delivery 
occurred in these cases without complications. 

These 7 observations show that in cases of throm- 
bosis of pregnancy, labor may be allowed to pro- 
ceed normally in the presence of normal pelvic and 
soft tissue structures, and normal fetal presentation. 
Certainly, labor provides sufficient impetus which 
might lead to liberation of a thrombus in the femoral 
or pelvic veins; nevertheless, this did not happen in 
any of the 7 cases described above, nor has this ever 
been reported in the literature. In Holzmann’s case, 
death from embolism did not occur in labor, but 
rather in pregnancy. Contrary to Sahler, who in 
1929 described 2 cases of thrombosis delivered suc- 
cessfully by cesarean section in the Second Gyneco- 
logical Clinic of Vienna (Kermauner), the author 
takes a conservative stand. Normal delivery does 


not bring any particular danger of embolism. More- 
over, cesarean section does not prevent embolism, 
even though it does spare the patient the necessity of 
making expulsive efforts. 

(Hans Herp_er). Haroip C. Mack, M.D. 


Naish, F. C.: A Study of the Immediate and Re- 
mote Effects of Pregnancy on Diseases of the 
Heart. J. Obst. & Gynaec. Brit. Emp., 1937, 44: 650. 


The author’s object was to discover what changes 
are caused by single and multiple pregnancies in pa- 
tients with heart disease, not only at the time of the 
pregnancies, but also several years after the last con- 
finement. The material available to the author con- 
sisted of 450 patients who attended the cardiac clinic 
at the Royal Free Hospital between January, 1934, 
and December, 1935. The total number of preg- 
nancies involved was 533. During the spring of 1936 
a follow-up of these cases was carried out and 98 (22 
per cent) of the patients were again seen. It was 
found that pregnancy and its accompanying com- 
plications impose a burden upon the damaged heart 
which leads to permanent crippling. The damage is 
increased when the pregnancies are multiple. Too 
frequent pregnancies put more strain on the heart 
than those more widely spaced. Syncope is a symp- 
tom which indicates a guarded prognosis in cases of 
aortic reflux. Patients suffering from aortic stenosis 
do not tolerate pregnancy well. Auricular fibrillation 
is rare and does not occur at an early age, but never- 
theless it occurs at an earlier age in parous than in 
nulliparous women. The prognosis is poor in all 
cases. Complete heart block may not be a contra- 
indication to pregnancy. Cases of bundle-branch 
block have a poor prognosis. Hemoptysis is always 
a sign of congestive failure. Extrasystoles indicate 
an increased irritability of the affected part, but are 
common in normal pregnancy. In cases of mitral 
stenosis auricular extrasystoles may be precursors of 
auricular fibrillation. A follow-up of 22 per cent of 
the patients showed that 37 per cent were worse than 
before their pregnancies. The patients in whom the 
heart was decompensated during pregnancy showed 
the greatest degree of permanent crippling after- 
wards. Antenatal rest for therapeutic and routine 
purposes is of great value. Anesthesia requires con- 
sideration of the type of heart disease, the procedure 
for which the anesthetic is required, and the experi- 
ence of the anesthetist. Harry W. Fink, M.D. 


LABOR AND ITS COMPLICATIONS 


Rhenter, Bucher, and Chastel: The Test of Labor 
after Ten Years of Practice (Réflexions sur 
l’épreuve du travail aprés dix années de pratique). 
Gynéc. et obst., 1937, 36: 5. 


Rhenter and his associates report that at the 
Hépital de la Croix-Rousse of Lyons, France, there 
were 12,701 deliveries in the ten years from 1927 to 
1936. Ninety-four per cent of the women delivered 
at the hospital were under careful prenatal super- 
vision. There were 270 women with contracted 
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pelves (2.12 per cent) in this period. In 100 (37 per 
cent) of those with contracted pelves, labor was in- 
duced somewhat before term; in 21 (7.7 per cent) 
delivery occurred spontaneously more than ten days 
before term. In one case a still-born child was de- 
livered spontaneously before labor began; in 7 cases 
a low cesarean section was done at the beginning of 
labor; in 141 cases (52.2 per cent) the woman was 
submitted to the test of labor, and in 7 of these the 
pregnancy was terminated by low cesarean section. 

The labors in women with contracted pelves were 
rarely of short duration; in many cases the duration 
was from twenty-four to forty-eight hours; labor of 
over forty-eight hours was not infrequent. In 8 
cases labor lasted from fifty to ninety-nine hours 
after the first painful contraction. In 2 of these 
cases the infant died during labor; and in one the 
mother died also after craniotomy had been done. 
In one case forceps were used to terminate the labor; 
in one case hemorrhage occurred at the time of de- 
livery, but both mother and child lived. In the 
other cases of prolonged labor, there were no com- 
plications. 

In 60 per cent of the cases submitted to the test 
of labor a healthy infant was delivered spontaneous- 
ly, and the mother had a normal or nearly normal 
puerperium. In about 30 per cent artificial delivery 
with forceps, version, or low cesarean section was 
necessary. Almost one-third of the infants died 
during the course of labor or in the next few days. 

Hemorrhage occurred at delivery in 16 (11 per 
cent) of the women submitted to the test of labor. 
The hemorrhage was rarely severe; in only 1 case 
was the blood loss more than 1,000 gm. There was 1 
death from obstetrical shock. Puerperal infection 
occurred rarely and no more frequently than in other 
deliveries in the hospital. Cesarean section done 
after labor had been ailowed to continue did not 
give as good results as that done at the beginning of 
labor; there was 1 maternal death following this 
procedure. 

In regard to the infant in the test of labor, the 
following complications were observed: 6 cases of 
prolapse of the cord; 3 infantile deaths during labor, 
cause unknown; 8 cases of fetal distress of doubtful 
origin necessitating immediate artificial delivery; 3 
cases of cerebral hemorrhage, all fatal, 2 occurring 
after forceps delivery and 1 after spontaneous 
delivery. 

In the cases in which the test of labor was em- 
ployed, there were 3 maternal deaths, a maternal 
mortality of 2.12 per cent. In 1 case death was due 
to toxemia, in another case to septicemia after a 
delayed cesarean section, and in a third case to 
obstetrical shock. The general maternal mortality 
for 12,701 deliveries in the ten-year period studied 
was 0.42 per cent. The infantile mortality was un- 
doubtedly high; there were 20 infantile deaths, a 
mortality rate of 14 per cent, and the general in- 
fantile mortality in the obstetrical department, i.e., 
during labor or shortly after, was less than 4 per 
cent. 


In the 100 cases in which labor was induced 
shortly before term, in the ninth month of gestation, 
only 1 of the women died, and death in this case was 
due to cardiac disease. There was no maternal mor 
tality that could be attributed to the procedure 
per se. The infantile mortality was 13 per cent, very 
little lower than with the test of labor. It is to be 
noted also that in the group of women with con- 
tracted pelves there was a greater percentage of 
spontaneous premature deliveries than is observed 
in women with normal pelves. 

On the basis of these findings, the authors recom- 
mend that the test of labor be used in severe degrees 
of pelvic contraction in which a low cesarean section 
will probably be indicated without much delay; it 
should also be used in the lesser degrees of pelvic 
contraction in which a spontaneous delivery may be 
expected; and it may be employed in moderate de- 
grees of pelvic contraction in which the obstetrical 
history indicates that a living child can be delivered. 
In determining the degree of pelvic contraction, the 
use of digital pelvimetry should be combined with 
radiological methods. A test of engagement of the 
head by the method of Pinard or Voron should be 
employed. In moderate degrees of contracted pelvis 
in which the indications are that a child weighing at 
least 2,500 gm. can be delivered spontaneously, in- 
duction of labor before term is a suitable method for 
the benefit of both the mother and the infant. 

ALICE M. MEYERS. 


Sunde, A.: Spontaneous and Artificial Rupture of 
the Membranes during Labor. Acta obst. et 
gynec. Scand., 1937, 17: 133. 


The author states that his material can be used 
only to illustrate the importance of spontaneous rup- 
ture for parturition and the puerperium, as he does 
not employ the method of artificial rupture in pre- 
mature delivery, in which he prefers the insertion of 
a balloon. He adopts forcible rupture of the mem- 
branes mainly in placenta previa and in hydram- 
nios. Nor are the explorations desirable for judging 
as to the significance of the rupture of the membranes 
employed by him, because he follows the principle of 
as little internal examination as possible. Explora- 
tions must sometimes be made for instructional pur- 
poses, but then only shortly before the termination 
of labor so as to diminish the risk of infection. 

The terminology of this subject is very confusing. 
Leaving out of account the escape of amniotic fluid 
during pregnancy, there are four different concepts, 
each demanding a special name: (1) rupture of the 
membranes before the onset of pains or painful con- 
tractions; (2) rupture after the onset of pains, but 
prior to complete dilatation of the cervix and os; 
(3) rupture on completed dilatation; and (4) rupture 
occurring after complete dilatation. He applies the 
term primary escape of fluid for rupture of the mem- 
branes before the onset of labor pains. The term 
ordinary escape of fluid is applied to escape of fluid 
in all cases of rupture after the pains have begun, 
when the size of the os uteri at the time of rupture 
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is unknown. If the degree of dilatation of the os has 
been ascertained by exploration at the time the 
fluid escapes, three expressions are required for the 
different forms of rupture: (1) before, (2) during, 
and (3) after dilatation of the os. For this purpose 
the terms, anticipated, physiological, and retarded 
escape of fluid, are adopted. 

The author’s material does not include operative 
deliveries, nor pathological conditions, such as ec- 
lampsia, placenta previa, transverse presentation, 
hydramnios, and twin births. He has included only 
normal, spontaneous births, in which the time of 
rupture of the membranes is definitely known. The 
child must be one of full term at between thirty- 
eight and forty weeks’ development. There were 
9,375 births. Patients with two separate axillary 
readings of 37.5° C. temperature and upward, either 
on the same day or on different days, were entered 
among the infected cases; also those with a single 
record of axillary temperature from 38° C. upward. 

Respecting the primary rupture of the membranes 
during labor different views are held. The question 
of the importance of the primary escape of fluid for 
the whole course of labor, and especially for its dura- 
tion and the risk of infection, deserve further in- 
vestigation. It is generally held that primary rup- 
ture of the membranes is very unfortunate, especially 
as it increases the risk of infection and prolongs the 
duration of labor. Highly varying figures, from 1 to 
30 per cent, are given for the frequency of this occur- 
rence. Among 9,375 births, primary rupture of the 
membranes occurred in 13 per cent, and among 
these it occurred in primiparas in 14.2 per cent and 
in multiparas in 11.7 per cent. This difference is a 
real one and not due to accidental circumstances. 
The frequency of primary rupture of the membranes 
rises very distinctly with age, both for primiparas 
and multiparas, except for primiparas aged forty 
and over. 

The influence of the time of rupture of the mem- 
branes on the duration of labor is evidenced by the 
fact that among primiparas with labor lasting at 
most five hours there are twice as many deliveries 
after primary rupture as after ordinary rupture. 
More deliveries are completed within the same period 
after primary than after the ordinary escape of fluid. 
The duration of labor is, therefore, shorter after 
primary rupture of the membranes, always provided 
that the duration is reckoned.from the time the 
painful contractions begin. However, the onset of 
this subjective sensation of pain varies highly, and 
not the least so in the first stage of labor. Hence, 
the duration of the pains is shortest after primary 
rupture. 

The duration of the labor pains is not the same as 
the duration of the whole period of parturition, 
since the latter also includes the “‘insensible labor 
pains.”’ In order to decide this question, it is neces- 
sary to make vaginal examinations at the time of 
rupture of the membranes, from which the author 
refrains on principle and therefore cannot decide. 
Vaginal examination was done before the pains be- 


gan and only on strict indications in only 62 women 
with primary rupture. Only 11 of these cases showed 
no signs of any work of labor having been performed, 
no demonstrable dilatation of the cervical canal or os, 
but 51 cases showed in increasing degree the results 
of ‘travail insensible.’’ The os uteri was completel\ 
dilated in 13 patients, in 3 of whom the head was in 
the pelvic cavity and rotation was completed before 
the subjective pains set in. These are the so-called 
precipitate births. About 18 per cent of the 62 pa- 
tients failed to show signs that labor had begun, 
while about 82 per cent were already in “‘travail in- 
sensible.”” Various possibilities may be responsible 
for the escape of fluid by primary rupture of the 
membranes: the membranes may be unusually frag- 
ile, but probably the most important factor must be 
increased pressure caused by contractions of the 
uterine musculature. The clinical determination of 
the moment at which labor begins is a matter of in- 
accurate estimation. The author assumes that labor 
marked by primary rupture of the membranes should 
be deemed to have begun when the amniotic fluid 
escaped. His calculations show that primary rup- 
ture of the membranes gives a far higher mean dura- 
tion for the work of parturition, not labor pains, than 
ordinary rupture, with the single exception of fe- 
brile multiparas at the age of from twenty to twenty- 
four years. The author believes that it is highly 
probable that the shorter duration of labor after 
primary rupture of the membranes is in reality 
merely due to the fact that the “travail insensible”’ 
is not included in computing the duration of the 
process. It would be a mistake to suppose that the 
pains of labor could be shortened by artificial rup- 
ture of the membranes. 

The author’s statistics show that the percentage 
of infection is higher after primary than after ordi- 
nary rupture; in primiparas the percentages are 
27.4 and 24.8 per cent, respectively and in multi- 
paras 15.6 and 12.2 per cent, respectively. Hence, 
primary escape of fluid predisposes to infection. 

The usual clinical experience, that the risk of in- 
fection increases with the prolongation of labor, is 
distinctly confirmed by the author’s material. The 
mean duration for the febrile women is considerably 
greater than for the afebrile, with few exceptions, 
depending on accidental factors. 

In regard to the relation between infection and 
early rupture of the membranes, more labors were 
completed within the same time among the afebrile 
women, both primiparas and multiparas, than among 
the febrile. The rupture of the membranes occurred 
at most ten hours before onset of pains in 65 per cent 
of the afebrile primiparas; among the febrile primi- 
paras, more than 10 hours elapsed from the time of 
rupture to the beginning of the pains in 42 per cent, 
whiie in 58 per cent ro hours or less elapsed. The 
longer the time from the escape of the fluid to the 
onset of the pains, the greater the risk of infection. 

Among 9,375 mothers 9 deaths occurred without 
any causal relation to primary or ordinary rupture 
of the membranes. Three were those of afebrile 
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primiparas, 1 after primary, and 2 after the ordinary 
escape of fluid. The rest of the patients who died 
were febrile, 4 being primiparas with primary rup- 
ture and 2 being multiparas with primary and ordi- 
nary rupture, respectively. 

Among 9,375 children, 102 were stillborn, or died 
within three weeks after birth, giving a mortality 
of 1.1 per cent. This low rate was due to the deliv- 
eries being of normal character. The cause of death 
in most cases was cerebral hemorrhage, with or 
without demonstrable ruptures, usually in the ten- 
torium. Louis NEuwELT, M.D. 


Wichman, S. E.: Spontaneous Rupture of the 
Membranes and Artificial Rupture During 
Labor (Blasensprung und Blasenspregung bei der 
Entbindung). Acta obst. et gynec. Scand., 1937, 
17: 158. 

The author discusses a material of 2,557 primi- 
paras and 716 secondiparas from twenty to twenty- 
four years old in a study of the importance of spon- 
taneous rupture of the membranes in parturition; 
also 1,307 primiparas and 1,046 secondiparas, in 
some of which the membranes were unruptured and 
in others of which the rupture occurred after internal 
examination; also 416 primiparas and 330 multiparas 
of different ages, in which the membranes were rup- 
tured artificially. In regard to the time of the rup- 
ture of the membranes, he classifies them in four 
groups: (1) premature, (2) early, (3) full-term, and 
(4) retarded rupture. 

Premature escape of the fluid occurs in primiparas 
about equally as often as in secondiparas and multi- 
paras, namely, in from 10 to 12 per cent of the cases 
in parturients from twenty to twenty-four years old. 
The tendency to premature escape of the fluid pos- 
sibly increases somewhat with advancing age. At 
premature escape of the fluid the statistically proved 
shortened period of painful uterine contractions in 
the first stage of labor, and thus the whole course of 
parturition in all of the cases, is largely due to the 
preliminary non-painful contractions during the so- 
called time of latency and the last period of preg- 
nancy. 

The period of dilatation was subdivided into two 
periods: the stage in which the pains occur irreg- 
ularly and with intervals of more than ten minutes, 
and that in which the pains are regular and more 
frequent. With premature escape of the fluid par- 
turition commenced with regular pains in about 61 
per cent of the cases; with early and full-term escape 
of the fluid, in about 24 per cent; and with retarded 
escape of the fluid, in about 20 per cent. Deliveries 
beginning with a period of irregular pains are of 
longer duration than those in which the labor pains 
are regular from the very beginning. The latter de- 
liveries again are longer than the period of regular 
pains in those cases which commence with irregular 
pains. It is proved by statistics and mathematics 
that the period of painful contractions at premature, 
early, full-term, and retarded escape of the fluid is 
undoubtedly and significantly of different length, 


which characteristic applies also to the regular time 
of pains in cases beginning with irregular pains, and 
to the duration of labor in cases beginning with 
irregular or regular pains. Hence, the materials for 
study of the duration of delivery must be homoge- 
neous not only in regard to age and parity as well as 
duration of gravidity, but also with a view to the 
aforementioned conditions. Otherwise, the results 
will lack in full scientific value, as the material may 
contain varying numbers of deliveries dissimilar in 
the aforementioned respects. 

The operation frequency, the morbidity or mor- 
tality of mothers and infants, as well as the rate of 
umbilical-cord prolapse at premature escape of the 
fluid and artificial rupture of the membranes were 
not greater in primiparas nor in secondiparas than 
in the rest of the material. At any rate, it seems as if 
the bag of waters should be of a certain importance 
as an organ protecting the fetus in the presence of 
very violent labor pains, in breech presentation, and, 
particularly, in premature delivery. According to 
the author’s findings the delivery appears, with a 
certain amount of probability, to be shortened by 
artificial rupture of the membranes. In a fairly small 
number of cases only the bag of waters seems to be 
of importance in dilating the cervix. 

Especially in cases with a longer period of irregular 
pains in the first stage of labor, the thick, resistant 
membranes and the absence of the bag of waters 
seem to act absolutely as an impediment to the de- 
livery. Artificial rupture of the membranes is justi- 
fied in these not very numerous cases for promoting 
the process of labor and decreasing the frequency of 
operation, as it does not demonstrably aggravate 
the prognosis, and therefore is directly indicated in 
these cases. A schematic artificial rupturing of the 
membranes, in every case with the purpose of accel- 
erating the parturition, must be rejected. 

The material shows that in cases in which no in- 
ternal examinations were made, or in which such 
were made by experts at the clinic the danger of 
infection does not grow in proportion to the time 
elapsing between the rupture of the membranes and 
the delivery. The danger is enhanced only if the 
genitalia were infected previously or by examina- 
tions made by incompetent persons. 

Louis NEUWELT, M.D. 


Winter, G.: The Conversion of Deflexions (Die Un- 
wandlung der Deflexionslagen). Therap. d. Gegenw., 
1937, 78: 193. 


The author takes a critical stand against the man- 
ual conversion of deflexion attitudes of the fetus. 
The prognosis for mother and child is made notice- 
ably worse in combination with contraction of the 
pelvis, advanced age in primiparity, weak uterine 
contractions, and abnormally large infants. The 
children are especially endangered; the mortality 
rates in the literature range between 25 and 66 per 
cent. The manual conversion of these abnormalities 
of attitude first reached a certain height when Thorn 
taught how to correct the faulty attitude by internal 
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and external manipulations involving three points, 
the head, breech, and chest. This procedure suc- 
ceeds only in the hands of the exceptionally skillful, 
and even they succeed only from the standpoint of 
mechanism of labor. 

Mothers and children, even after successful con- 
version, are greatly endangered. This procedure as a 
whole gives a maternal mortality of 3 per cent and a 
fetal mortality of from 20 to 25 per cent. Even ver- 
sion and extraction have not reduced the fetal mor- 
tality. Very good results, on the other hand, are ob- 
tained from the skillfully performed cesarean section 
carried out at the proper time and under aseptic 
precautions. This was shown in Winter’s statistics 
of 1928. The good results of cesarean section, how- 
ever, do not warrant the conclusion that this is the 
procedure of choice in all or even the majority of 
deflexion anomalies. Boers showed us that the fact 
that 96 per cent of the face presentations and at least 
50 per cent of the brow presentations deliver sponta- 
neously must be taken into consideration more care- 
fully. The indications for cesarean section in face 
presentation are found when the following conditions 
exist: elderly primiparas, an abnormally large child, 
contracted pelvis, and persistent mentum posterior; 
in brow presentations the same indications hold. 
The manual conversion of deflexion anomalies is, 
however, a thing of the past. 

(H. Fucus). Harotp C. Mack, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Miller, N. F., and Brown, W.: The Surgical Treat- 
ment of Complete Perineal Tears in the Fe- 
male. Am. J. Obst. & Gynec., 1937, 34: 196. 


This study is based on 182 chronic complete tears 
of the perineum. Acute tears are not included. The 
cases studied were divided into two groups: Group 1 
comprised 144 patients operated upon by various 
methods prior to the year of 1931, and Group 2 
comprised 38 patients operated upon since the year 
of 1931 by the paradoxical operation. 

The operative techniques used for the cases in 
Group 1 are difficult to name because of their gen- 
eral similarity; fundamentally they consisted of the 
flap operation combined with subcutaneous cutting 
of the sphincter in the posterior quadrant. The 
operation is described. The results obtained in the 
182 cases were as follows: 


Group 1 Group 2 
Per cent Per cent 


Function restored 71 87 
Function improved os 15 
10 
4 


Epwarp L. Cornett, M.D. 


Vignali, A.: Osteomyelo-Arthritis of the Sym- 
physis Pubis from Puerperal Infection (Osteo- 
mieloartriti della sinfisi pubica da infezione puer- 
perale). Arch. di ostet. e ginec., 1937, 15: 27. 


The author presents the records, with radiographs, 
of two patients with this rare pathological condition. 
The first, aged nineteen years, underwent a normal 
labor at term. On the fourth day of the puerperium 
there was a chill followed by fever. The next day 
she was seen by the author, who noted no clinical 
changes. Low-grade fever continued. On the 
twelfth puerperal day there was pain over the 
symphysis pubis. On examination, the entire region 
of the symphysis was tender, but other parts of the 
pelvis were normal. On the twenty-first puerperal 
day x-ray examination revealed considerable de- 
struction of the pubic bones and the symphysis 
pubis. A series of radiographs are shown and de- 
scribed in detail in the original article. Incision of 
the abscess was performed about ten weeks after 
the onset of the fever. 

In the second patient the onset of a similar con- 
dition was somewhat more acute and marked by 
great swelling over the symphysis pubis. Several 
radiographs of this patient are also shown. 

Both patients presented an unusual localization of 
a puerperal infection. In both the principle mani- 
festations were the destruction of both pubes and 
the intervening cartilage. The development of the 
process was rather chronic and in neither patient 
were there any signs indicating the presence of in- 
fection elsewhere. 

The author believes that the probable portal of 
entry for the infecting organism was some lesion or 
tear about the genitalia. After such entry, its 
spread was probably hematogenous as shown by 
the lack of contiguous inflammation in the soft tis- 
sues of the pelvis in both patients studied. 

The treatment in both of these patients consisted 
of surgical drainage of the abscesses. 

A. Louts Rost, M.D. 
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HE presence of tubercle bacilli in the 
bladder urine or in that obtained directly 
by catheterization from the kidney has 
until recently been regarded as the strong- 
est link in the chain of evidence upon which a 
diagnosis of urogenital tuberculosis has been made. 

A constantly growing wave of skepticism as to 
whether this was true for all cases in which tuber- 
cle bacilli were found in the bladder or ureteral 
urine began in 1901 with the publication of a 
paper by Foulerton and Hillier (10), which will 
be referred to later. 

Since that time a very active discussion has 
taken place between the supporters of such a 
contention, those who maintain that a true 
tubercle bacilluria exists without specific renal 
or genital lesions, and the opponents, who claim 
that tubercle bacilli in the bladder or ureteral 
urine always signify the existence of a tuberculous 
focus in the kidney or male genitalia. 

Dimtza and St. Kartal (7) in a review of the 
literature up to 1932 stated that it is essential to 
define what is meant by true tubercle bacilluria. 
This condition is the passage of tubercle bacilli, 
(x) through an entirely normal kidney in a case 
of extrarenal tuberculosis, (2) through a kidney 
which has been damaged from any cause what- 
soever, or (3) through a kidney showing the 
changes ascribed to tuberculous nephritis.’ 

According to Dimtza and St. Kartal, in order to 
fulfill these three possibilities the following con- 
ditions must exist: 

1. The bacilli must have been found in the 
urine not only in smears of the centrifuged sedi- 
ment, but also by the culture and animal inocula- 
tion methods. 

2. One must be sure, in employing every 
modern urological diagnostic resource, that the 
bacilli really come from the kidneys. 

3. The possibility that the bacilli have their 
origin in the male genitalia must be excluded. 

1This term has been first applied by Wildbolz (37) to cases in which 
tubercle bacilli are found in the urine, but the Ns ta on histological 


study reveals only non-specific inflammatory changes. His papers on the 
subject will be discussed later. 


4. A complete histological and bacteriological 
examination of the kidneys must have been made 
so as to exclude even minute tuberculous foci. 


ARTICLES WHICH SUPPORT THE THEORY OF TU- 
BERCLE BACILLURIA WITHOUT TUBERCULOUS 
UROGENITAL LESIONS 


Foulerton and Hillier (10) inoculated from 2 to 
8 guinea pigs on different days with the urine of 
18 patients suffering from pulmonary tuber- 
culosis. Positive results were obtained in 9 of the 
18 cases. Necropsy on 6 of the g failed to reveal 
any “tuberculosis of the urinary tract.” 

The other 3 of the 9 positive cases were not 
followed. No report is made of any histological 
examination of the kidneys in the 6 cases which 
came to necropsy. No mention is made of the 
condition of the genitalia in the 2 male patients. 

Jousset (15) failed to find any specific tissue 
changes at necropsy in the kidneys of 15 patients 
with pulmonary tuberculosis whose urine had 
been positive. However, a few tubercle bacilli 
were seen in sections of the kidneys. 

In order to absolutely exclude the presence of 
tuberculous lesions, serial sections of an entire 
kidney or at least of the most suspicious areas as 
shown by Lieberthal and von Huth, as well as 
by Dimtza and Schaffhauser, must be made. 
Again, no guinea-pig inoculations or cultures were 
made of the kidney tissue in any of Jousset’s cases. 

Rolly (33) examined at necropsy the kidneys 
of 21 patients with pulmonary tuberculosis, but 
failed to find any gross lesions indicative of tuber- 
culous infection. He believed that the action of 
the tuberculotoxin so damaged the kidney as to 
permit the passage of tubercle bacilli into the 
urine. 

Neither a histological nor a_ bacteriological 
examination was made of any of the kidneys. 

Liebermeister (18) obtained positive guinea-pig 
results following the inoculation of kidney tissue 
from patients with pulmonary tuberculosis whose 
blood cultures had also been positive for tubercle 
bacilli. 
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He found tubercle bacilli also in the blood of 
these patients, so that it is possible that the 
positive inoculation results might have been from 
bacilli in the blood vessels of the kidney. 

Luedke and Sturm (21) found that the urine 
of 85 patients with pulmonary tuberculosis, when 
inoculated into guinea pigs, yielded positive re- 
sults in 11 cases. 

None of the 11 cases was examined by a 
urologist, and no mention is made in the necropsy 
reports of the condition of the urinary tract or 
the genitalia in the male patients. 

Kielleuthner (17) reported two series of clinical 
and necropsy observations on cases of pulmonary 
tuberculosis. In Series A there were 19 patients. 
Examination of the urine failed to reveal the 
presence of albumin. All animal inoculations of 
the urine were negative. Thirteen of the 19 came 
to necropsy, but no urogenital tuberculous lesions 
were found. In Series B there were 3 patients. 
Examination of the urine revealed albuminuria. 
Smears and animal inoculations with the urinary 
sediment were positive in all of the 3 cases. 

No gross changes in the kidneys were found at 
necropsy, but histological study revealed areas of 
small round-celled infiltration in two of the cases, 
but no changes of a specific tuberculous type. 

Kielleuthner maintained that these findings 
justified the assumption that tubercle bacilli can 
pass through a damaged kidney as shown by the 
existence of albuminuria. 

None of the methods, which are to be enumer- 
ated later under ‘Opponents of bacilluria,” were 
employed to ascertain the presence of tuberculous 
lesions in any of the kidneys of Series B. 

Wildbolz (37) reported a case of nephrolithiasis 
in which the urine gave a positive result on animal 
inoculation, but the kidney following removal 
failed to show any tuberculous changes. 

No evidence was presented that all of the pres- 
ent requirements to exclude renal tuberculosis 
were observed, as in Kielleuthner’s 3 cases. 

Hobbs (14) inoculated guinea pigs with the 
urine from 100 patients with pulmonary tuber- 
culosis, with positive results in 6 of the 100. 
Necropsy in 1 of the 6 cases revealed the presence 
of renal tuberculosis. 

The histological examination of the kidneys in 
none of the necropsy cases can be considered as 
having been adequate in view of present require- 
ments. 

Noyes (28) inoculated guinea pigs with the 
urine from 13 women patients with pulmonary 
tuberculosis. Positive results were obtained in 
every case, but no tuberculosis was found at 
necropsy on gross examination of the kidneys. 








One does not find any mention of a histological 
study of these kidneys. 

Von Rihmer (32) reported 2 cases in which 
acid-fast bacilli were found in smears of the 
urinary sediment. In 1 of these, the guinea-pig 
inoculation was negative. Examination of the 
kidney in each case, following nephrectomy, 
failed to reveal any gross or histological changes 
indicative of tuberculosis. Von Rihmer believes 
that even when the guinea-pig inoculation is 
positive, it does not always indicate renal tuber- 
culosis. He maintained that tubercle bacilluria 
can exist without a specific renal lesion. 

As will be shown later, not all acid-fast bacilli 
found in smears are tubercle bacilli. No serial 
sections were made of the two kidneys and 
inoculation of some of the tissue into guinea pigs 
was not carried out. 

Menton (25) inoculated guinea pigs with the 
urine of 76 patients with pulmonary tuberculosis 
whose sputum had been positive for tubercle 
bacilli. The guinea pigs were killed after six weeks. 
Only one guinea-pig inoculation was found to be 
positive and this on three occasions. 

This single patient was not examined by a 
urologist and has not been followed over a suf- 
ficiently long period to warrant the exclusion 
of the presence of urogenital tuberculosis. 

Deist has made a number of contributions to 
the subject of tubercle bacilluria. In his 1929 
article (4), he reported a case of a woman aged 
thirty years with pulmonary and intestinal tuber- 
culosis in whom a diagnosis of renal tuberculosis 
had also been made. Although many red blood 
cells, leucocytes, and tubercle bacilli had been 
found in the urine, the urinary symptoms and 
findings disappeared as soon as the patient’s 
general condition improved. The patient had 
been kept under observation for four years. Deist 
maintained that, in such cases, histological changes 
took place in the kidney in the form of lympho- 
cytic infiltration and sclerosis and that often, but 
not invariably, one could find giant cells as an 
indication of a transition stage to tuberculosis. 
Deist regarded his case as one of tuberculous 
nephritis, a type of infection by tubercle bacilli 
but without specific changes, which will be re- 
ferred to later. 

In a second paper (5), Deist reported 31 cases 
of pulmonary tuberculosis, in which search was 
made for tubercle bacilli in the urine by the 
culture method daily for twenty-five days. The 
culture was positive in 12 of these 31 cases. The 
sputum was positive in all of these 12, but there 
were no symptoms referable to the urinary tract. 
In these 12 patients, various surgical procedures 




















had been carried out for the cure of the pulmonary 
condition, and the positive culture was obtained 
from the urine of the day following the operation. 

In 4 of the 12 positive culture cases the necropsy 
failed to reveal any evidence of tuberculosis on 
histological study of the kidneys. In his most 
recent study (6), Deist! emphasized the necessity 
of using large amounts of urine, twenty-four-hour 
specimens, in searching for tubercle bacilli in 
cases of extra-urinary tuberculosis. The urine 
should be examined daily for weeks at a time. 
Eight cases were reported in this 1933 article to 
prove that true tubercle bacilluria can exist. In 
7 of the 8 cases there was an advanced pulmonary 
tuberculosis which was the immediate cause of 
death. Tubercle bacilli were found in the urine 
from one to three times in 4 patients and in 2 on 
several examinations. The specific character of 
the bacilli in the first 4 cases was confirmed by 
guinea-pig inoculations, In all 7 cases gross and 
histological examinations of the kidneys failed to 
reveal any tuberculous lesions. In Case 8, that of 
a boy thirteen years old, in spite of a bullous 
edema of the right ureteral orifice, diminished 
renal function, and tubercle bacilli in smears of 
the urine of that side, the kidney at operation 
presented only a calculus, but no evidence of 
tuberculous lesions. 


ARTICLES WHICH OPPOSE THE THEORY OF TU- 
BERCLE BACILLURIA WITHOUT TUBERCULOUS 
UROGENITAL LESIONS 


In a first series of experiments, Medlar and 
Sasano (24) studied the question of whether tuber- 
cle bacilli could be found in the urine and kidney 
tissue of guinea pigs inoculated with the urine of 
rabbits previously inoculated with the human type 
of tubercle bacillus. They obtained only negative 
results. In a second series, 8 of 16 guinea pigs 
inoculated with the positive (for tubercle bacilli) 
urinary sediment of guinea pigs dying from a 
generalized miliary tuberculosis showed on his- 
tological study a bilateral renal tuberculosis, 
which would have been overlooked if serial sec- 
tions had not been made. No healed lesions were 
found. 

Medlar and Sasano concluded from these ex- 
periments that the presence of tubercle bacilli in 
the urine signifies the existence of a renal focus 
if tuberculosis of the genitalia can be excluded. 

In a second article (23), published in 1926, 
Medlar reports his study of kidneys from necrop- 
sies of patients who had suffered from active pul- 
monary tuberculosis. About 10,000 sections of 


1At the 1937 meeting of the German Tuberculosis Society, Deist still 
maintained that ‘under certain conditions, the bacilli can pass through 
the kidney without producing any clinically tangible results.’’ 
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the kidneys were made of 30 cases. Definite 
tuberculous lesions were found in 22 of the 30. 

Medlar was of the opinion that “excretory 
bacilluria does not exist without ulcerative tuber- 
culous lesions in the kidney. That these lesions 
are often microscopic and are often overlooked is 
in all probability the reason for the belief in 
excretory bacilluria.” Such lesions may involve 
only part of the glomerulus. The work of 
Medlar has been confirmed recently (2) by David 
Band of Edinburgh. These articles constitute an 
important milestone in the solution of the question 
of whether tubercle bacilluria can exist without 
renal foci. 

Spitzer and Williams (36) inoculated 103 guinea 
pigs with the urine of an equal number of patients 
with renal tuberculosis. None of the animals 
presented any tuberculous lesions on gross exam- 
ination of the kidneys. The absence of serial sec- 
tion study and of reinoculation of the kidney 
tissue renders this investigation of comparatively 
little value. 

Rado and von Huth (30) emphasize the neces- 
sity of obtaining the urine by ureteral catheteriza- 
tion in order to exclude contamination from a 
genital focus. They doubt the claim of Zimmer- 
mann and of Dosza that the kidney is more prone 
to permit the excretion of tubercle bacilli during 
pregnancy. Wildbolz (38) in an article published 
in 1929 stated that the presence of tubercle bacilli 
in the ureteral urine might be due to a fibrotic 
type of renal tuberculosis, in which neither tuber- 
cles nor caseous foci are found. He termed these 
cases in which only a non-specific lymphocytic 
infiltration is found tuberculous nephritis. In the 
discussion of this paper, Medlar again expressed 
his opinion that tubercle bacilluria is found only 
when ulcerative lesions are present. A renal tuber- 
culosis of hematogenous origin was always bi- 
lateral and was cortical in three-fourths of the 
cases, a single giant cell often being the only trace 
of a lesion. 

R. I. Harris (13) inoculated guinea pigs with 
the urine from 110 patients with extra-urogenital 
surgical tuberculosis a number of times during a 
period of from eighteen to twenty-four months. 
Positive results were either constantly or inter- 
mittently obtained in 16 (37 per cent) of 43 
adults and 9 (13.8 per cent) of 67 children. 
Tubercle bacilli were found in the ureteral urine 
of 12 of these 25 patients. Including 1 case in 
which necropsy revealed the presence of renal 
tuberculosis, and 2 in which cystoscopy was im- 
possible, but in which a diagnosis could be made 
from the bladder and ureteral orifice findings, 
the renal origin of the bacilli was proved in 15 of 








70 INTERNATIONAL ABSTRACT OF SURGERY 


the 25 cases with positive urine. Cystoscopy was 
not done in 4 cases. In 6 of the 16 adults, there 
were associated genital lesions. The renal origin 
of the bacilli failed to be proved in only 1 adult. 
In 3 adults, renal tuberculosis was found at 
necropsy. The renal origin of the bacilli was 
proved in 5 of the g children and a sixth died of 
tuberculous meningitis. 

Harris emphasizes the necessity of a complete 
urological examination before a diagnosis of tuber- 
cle bacilluria without specific renal or genital 
lesions, or both, is made. 

Groeninger and Pesch (12) made cultures and 
guinea-pig inoculations every two days of the 
urine of 19 female patients with advanced pul- 
monary tuberculosis. A search for tubercle ba- 
cilli in the urine was made by the culture and 
guinea-pig inoculation methods. There were two 
positive results. In 1 of the 2 patients, a diag- 
nosis of renal tuberculosis was made following a 
urological examination. The patient died soon 
afterward as the result of the pulmonary condi- 
tion. The necropsy showed advanced right renal 
tuberculosis. In the other patient, chronic trigonal 
cystitis was found upon cystoscopy. The urine 
from the left kidney was negative in the smear, but 
the guinea-pig test was positive. This patient 
died nine months later. At necropsy, an early 
tuberculous lesion of the left kidney was found. 

In their first series of experiments, Lieberthal 
and von Huth (20) injected tubercle bacilli into 
14 rabbits and then studied cultures and smears 
of the twenty-four-hour urine over a period of 
twenty days, which gave uniformly negative re- 
sults. In a second series, the urine of 8 rabbits, 
in which an experimental nephritis or nephrosis 
had been produced and was followed by the in- 
jection of tubercle bacilli, proved to be negative 
in culture and smear examination over a period 
of twenty days. Careful histological examination 
also failed to reveal the presence of bacilli in the 
kidneys in both series. These authors were of the 
opinion that tubercle bacilli do not pass through 
the kidneys of animals under any circumstances. 
Infection takes place only if there are local cir- 
culatory changes or if the bacilli are sufficient in 
number to cause embolism. 

Dimtza and Schaffhauser (8) studied the ques- 
tion in 175 cases of extragenito-urinary surgical 
tuberculosis. They cited cases which disprove the 
contention of Kielleuthner and Wildbolz referred 
to previously, that chronic inflammatory changes 
in the kidney favor passage of tubercle bacilli. 

They emphasized, as had also Harris, that a 
complete urological examination should be made 
in every case in which tubercle bacilli are found 


in the urine. The urine of the 175 patients was 
examined every four or five weeks by the three 
methods, smear, culture, and guinea-pig inocula- 
tion. Tubercle bacilli were found in the urine in 
8 of the 175 cases. In 7 there were no symptoms 
referable to the urinary tract. Five of the 7 had 
bone foci, 1 had been operated upon for tuber- 
culous epididymitis and 1 had involvement of 
the pleura. Urological study in these 8 cases 
revealed uniformly a primary renal tuberculosis 
which was confirmed by operation. 

As a result of their observations, the authors 
find that in early cases of renal tuberculosis, one 
may have positive results only when cultures and 
animal inoculations are made. There may be only 
from 2 to 5 leucocytes per high power, a complete 
absence of albumin, and only a slight diminution 
of function. 

Hence, in all cases (a) in which the urine is 
positive for tubercle bacilli as shown by culture 
and animal inoculation, and (b) in which there 
are few leucocytes, from 3 to 5, an absence of 
albumin, and only minimal functional disturb- 
ance, a microscopic examination of the kidney 
will always show an incipient, chronic caseo- 
cavernous tuberculosis. 

The authors were never able to find true bacil- 
luria; therefore, one should be very reserved in 
making such a diagnosis. A single positive finding 
in examination of the urine, or a short period of 
observation of such a case do not suffice for this 
diagnosis, unless the microscopic and bacteriologi- 
cal study of the kidney fails to reveal tuberculosis. 
Intrapapillary or subcortical foci in the pyramids 
can simulate bacilluria for a long time. Only pro- 
longed observation and frequent controls will 
permit the diagnosis of true renal tuberculosis to 
be made. 

The authors are very skeptical in regard to the 
existence of tuberculous nephritis. No changes of 
this nature were found on microscopic examina- 
tion. 

In the examination of a kidney, especial atten- 
tion should be paid to the papillz and the niches 
(Figs. 1, 2, and 3) of the calyces. In some cases 
only serial sections will reveal a tuberculous 
lesion. The primary localization in the 8 early 
cases observed by the authors was almost always 
in the pyramids. In 4 of the 8 cases, the lateral 
portions of the papille were first involved. In 
case 8, the focus in this location was still sub- 
epithelial, that is, it had not yet caused an ul- 
ceration of the overlying mucosa. 

The bacilli are carried directly as bacterial 
emboli by way of the blood vessels to the area 
where the focus develops. An excretory invasion 
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Fig. 1. Gross and histological lesions in Case 2 of Dimtza and Schaffhauser. A. Incipient ulcerative 
tuberculous lesion of papilla as seen with aid of a magnifying glass. B. Microphotograph of same lesion. 
Very early lesion with tiny ulcer and numerous giant cells. 


through the tubules of the papillz does not appear 
probable, as was shown experimentally by Pels- 
Leusden. In 2 of the authors’ cases the oldest 
changes were at the place (Figs. 1, 2, and 3) 
where the pelvis makes a fold or niche near the 
base of the pyramid. The more recent changes 
were in the pelvic mucosa and at the tip of a 
papilla. 

Wildbolz bases his diagnosis of renal tuber- 
culosis upon the triad: bacilluria, pyuria, and 
diminution of function. In the 8 cases reported 
by Dimtza and Schaffhauser there were only a 
slight decrease in function and only from 3 to 5 
leucocytes per high power field. Tubercle bacilli 
were found only after prolonged observation and 
repeated search. 

The cardinal finding is the presence of tubercle 
bacilli in the urine of the suspected kidney; 
therefore, bilateral ureteral catheterization is in- 
dispensable. Culture and animal inoculation give 
positive results more frequently than staining 
methods. In 4 cases a few bacilli were found early 
by the direct or staining method after many 
examinations. In the other 4 cases, the stain was 
not positive until a long time after the culture 
and animal inoculation had been positive. As a 
culture medium, that of Loewenstein was used, 
and for the guinea-pig test, the intraglandular 
method of Knorr. 

The urine may be normal even when bacilli are 
found. The diminution in function in the 8 cases 
was so slight as to be negligible. 

In conclusion, the authors emphasize the ne- 


1Figures 1, 2, and 3 are from article by Dimtza and Schaffhauser in 
Zischr. f. urol. Chir., 1932, 35: 417. 


cessity of repeated and careful examinations of 
the kidney and genitalia in cases of bacilluria. 
One should be extremely cautious before making 
the diagnosis of true tubercle bacilluria. 

Bader (1), in 1932, found tubercle bacilli in 
smears of the urine of 5 of 100 cases of advanced 
pulmonary tuberculosis. The cultures and guinea- 
pig inoculations were both positive in 4 of the 5. 
Evidence of urogenital tuberculosis was found in 
the 5 cases with positive urine. Bader is of the 
opinion that a tubercle bacilluria always signifies 
the presence of urogenital tuberculosis. 

McKenna and Sweany (22), in 1932, made 
serial sections every 5 or 6 mm. of both kidneys 
from 103 male and 71 female patients, who died 
of advanced pulmonary tuberculosis. They found 
tuberculous lesions in 10.3 per cent of the kidneys 
from the male, and in 8.8 per cent of the kidneys 
from the female, patients. The foci were miliary, 
bilateral, and inoperable in most of the kidneys. 
In some cases, only one kidney was involved by a 
disseminated large nodular form of the condition 
which was also inoperable. The authors believe 
that operable lesions will be found more often in 
patients with extrapulmonary lesions or in those 
with minor foci in the lungs. 

Lieberthal and von Huth, in their 1933 article 
(19), reported the examination of 240 tuberculous 
kidneys, 80 of which were obtained at autopsy. 
Every calyx of a pelvis was exposed to its ter- 
mination. Seven kidneys are described in detail 
in order to show how easily tuberculous lesions 
may be overlooked unless the papillz and calyces 
are inspected systematically. Even experienced 
pathologists will overlook small tuberculous ulcers 
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Fig. 2. Microphotograph from Case 6 of Dimtza and 
Schaffhauser. Primary subcortical lesion in pyramid with 
epithelioid-cell focus and streaky infiltration (round- 
celled) of papilla. 


on the surface of the papilla because the individ- 
ual calyces are not followed to their termination. 
Serial sections need be made only of areas of the 
mucosa covering the papille which show a greyish 
discoloration or minute erosions. Ulcerations are 
often so minute that they cannot be seen without 
the aid of a magnifying glass. Tubercle bacilli 
were never found in the renal parenchyma, tu- 
bules, or in the ordinary non-caseated lesions. 
In several thousand sections stained by the 
Ziehl-Neelsen method for tubercle bacilli, the 
bacilli were found only (a) in the centers of ulcers 
on the mucosa of the papillz, calyces, ureter, and 
bladder, and (b) in the walls or contents of cavi- 
ties filled with caseous detritus. From a clinical 
point of view renal tuberculosis is unilateral, but 
from that of pathology, it is bilateral. The lesion 
in the second kidney is often so small as to be 
overlooked at autopsy. The tubercle bacillus and 
its toxins do not give rise to a non-specific 
nephritis as Wildbolz, Fain, and a few others 
maintain. A nephrosis may develop as the result 
of pulmonary tuberculosis. Glomerulonephritis 
may develop from secondary streptococcic infec- 
tion of the tuberculous pulmonary cavities. 

In incipient ulcerative renal tuberculosis, the 
urine examination from the kidney involved may 
fail to reveal the presence of any pus cells; the 
functional tests may not show any deviation from 


the normal, and the bladder also may present a 
normal appearance. The authors believe that such 
early lesions may heal occasionally and are re- 
sponsible for a transitory tubercle bacilluria. A 
case reported by Dosza in 1932 corroborates the 
opinion of the authors just quoted, that a pyuria 
and loss of function can both be lacking in renal 
tuberculosis. In Dosza’s case (9) the patient had 
noticed hematuria six months before admission 
to the hospital. There was an edema of the left 
ureteral orifice and a tiny ulcer above it. Tubercle 
bacilli were found in the urine of that side. 
Excretory urography revealed irregular scattered 
shadows over the corresponding kidney region. 
The left kidney after removal presented a re- 
tracted area near the middle of the convexity 
where two tubercles and a pea-sized caseated 
focus were found. There was also an ulceration on 
one of the papillz of the lower calyx. 

Band (2) found the urine positive for tubercle 
bacilli in 25 (14.4 per cent) of 174 cases of extra- 
genito-urinary tuberculosis which was chiefly pul- 
monary, and pyuria was present in all of the 25 
cases. The bacilluria was a terminal feature in 10 
of the 25 cases in which the patient died. Two 
other cases presented typical clinical evidence, 
including urographic changes; 1 only after an 
interval of two years. In 5 patients, the kidneys 
at autopsy failed to show any gross lesions, but 
on histological examination serial sections re- 
vealed bilateral, chiefly cortical, tuberculous foci 
in all of the 5 patients, a confirmation of Medlar’s 
experimental work. Band found many minute 
foci which had apparently healed. He believes 
that the presence of tubercle bacilli in the urine 
means a focus in the kidney, but that early 
lesions may remain closed, thus becoming en- 
cysted and failing to discharge infected debris 
into the tubules. Asa rule, caseating foci ultimate- 
ly ulcerate into the tubules and lead to a clinically 
demonstrable renal tuberculosis. 

Munro (27) examined the urine of 160 patients 
with pulmonary tuberculosis by the guinea-pig 
inoculation method and that of 60 of the 160 
patients by both the inoculation and the culture 
methods. The urine was positive in 22 of the 160 
patients. The author divided the patients into 
three groups, as follows: 

1. Patients who ceased to have tubercle bacilli 
and pus cells in the urine. Munro believes that 
in 4 of the 5 clinically recovered from the extra- 
genito-urinary tuberculosis, a cortical focus had 
been walled off by fibrous changes as shown by 
Band. 

2. Patients with symptoms referable to the 
urinary tract which appear later. In 2 patients 
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Fig. 3. Gross and histological lesions in Case 8 of Dimtza and Schaffhauser. A. Gross appearance (with aid 
of magnifying glass) of pin-head sized non-caseated granulation area of a papilla (arrow on right points to area 
better than arrow on left). This lesion was the only one found in the kidney. B. Microphotograph of same lesion. 
Arrow points to the pin-head sized subepithelial non-caseated granulation area, the only tuberculous lesion in 


the kidney. 


of this group, evidence of renal tuberculosis ap- 
peared ten and twelve months later, respectively. 

3. Patients in whom the tubercle bacilluria 
appears to be part of a terminal process. The 
majority of the patients belong in this group. 

Saenz, Eisendrath, Costil and Sadettin, (34) 
reported a study of the urine of 100 patients with 
pulmonary tuberculosis. The diagnosis had been 
confirmed in all by radiography. There were no 
clinical signs of urogenital disease in any of them. 
In a first series of 25 adults and 25 children both 
the smears and cultures of the spontaneously 
voided urine were uniformly negative. 

In a second series of 50 adults, 25 males and 25 
females, also with active pulmonary lesions con- 
firmed by radiography, the urine was found nega- 
tive by the smear and culture methods. 

Gaiginsky and Petresco (11) reported two series 
of 43 experiments similar to those of Lieberthal 
and von Huth, previously cited, to demonstrate 
that tubercle bacilli are not excreted by the kid- 
neys when injected into guinea pigs. 

The urine of 43 guinea pigs which had been 
inoculated with the bovine type of tubercle bacil- 


lus was obtained at necropsy of the animals, all 
of which had died of generalized lesions. The 
urine, examined by both the culture and rein- 
oculation of guinea pig methods, was found uni- 
formly negative. 

Coulaud (3) studied the histological changes in 
1,200 rabbits injected with cultures of tubercle 
bacilli. His conclusions were as follows: 

1. The initial lesions are always cortical, and 
their natural tendency is toward spontaneous 
recovery as the result of fibrotic changes. 

2. Medullary lesions follow the cortical, being 
found beneath the epithelial lining of the renal 
pelvis covering the papillae and at the niches. 
Fibrosis of the medullary lesions was observed in 
only 7 of the 1,200 rabbits. 

The bilaterality of rabbit and human lesions is 
explicable by invasion of both kidneys simul- 
taneously by the arterial route. 

Coulaud’s study amply confirms the observa- 
tions of Medlar and of Band. 

Wyler (40) injected a virulent culture of the 
bovine type of tubercle bacillus into the renal 
artery of one of the two kidneys of rabbits and 
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examined the urine, obtained by catheterization, 
at intervals of ninety minutes, twenty-four and 
seventy-two hours by the smear, culture, and 
guinea-pig methods. Both the urine examined 
two hours before the injection and that obtained 
at the stated periods after the injection were 
negative. 

Wyler believes that it is impossible to produce 
a tubercle bacilluria experimentally. 

In 51 children with extragenito-urinary tuber- 
culous lesions, Pezza (29) found the urine to be 
positive in only 2 cases on repeated examination 
by the smear and culture methods. At necropsy 
of both of the positive cases, only “enlarged 
kidneys with degenerative changes” were re- 
ported. This does not seem like an adequate 
examination of the kidney in view of our present 
knowledge of how to look for tuberculous lesions 
in cases of tubercle bacilluria. 

In a recent review by Kallés (16) of the subject 
from the standpoint of the bacteriologist, the 
criteria upon which a decision should be based as 
to whether a true tubercle bacilluria exists are 
the following: 

1. Every known method of examination must 
have been employed to show that the kidney is 
normal in function and free from pathological 
changes. 

2. Only ureteral urine in which tubercle bacilli 
were found can be taken into consideration so as 
to exclude genital tuberculosis. 

3. A single method of examination does not 
suffice. The smear, culture, and animal-inocula- 
tion methods should all be used, because if the 
acid-fast bacilli found in the urine are non- 
pathogenic for guinea pigs, rabbits, and fowl, 
they are acid-fast saprophytes. The method used 
by Bothe and other investigators for obtaining 
urine from the bladder of tuberculous guinea pigs 
after death by sterile means, which is not ap- 
proved by Deist (4, 5, and 6), is the only means 
of securing such specimens. A single virulent 
bacillus in such a urine suffices to give a positive 
result in guinea pigs when reinoculated. 

Kielleuthner’s observations’do not justify his 
assumption that tubercle bacilli can pass through 
a normal kidney, according to Kallés. 

In a critical analysis of the cases reported by 
Deist (4, 5, and 6), which were cited previously, 
Kallés states that 3 of the 4 female patients had 
severe intestinal tuberculosis as a complication of 
pulmonary tuberculous lesions. How can one be 
sure that the urine was not contaminated during 
catheterization of the patient (as Deist insists 
upon in females) by intestinal contents containing 
tubercle bacilli? Another criticism is that in 


Deist’s cases, in which no tuberculous lesions 
were found on histological study of the kidneys, 
no serial sections were made, none of the tissue 
was stained for tubercle bacilli, and none inoculat- 
ed into guinea pigs. 

Montgomery and Allen (26) injected a series 
of animals, intravenously, with cultures of acid- 
fast bacilli to ascertain whether they would be 
excreted by the kidneys. They employed the 
avian type of tubercle bacilli for guinea pigs and 
another type of acid-fast bacilli for rabbits. Posi- 
tive cultures were obtained in 2 guinea pigs and 
1 rabbit. When double the number of bacilli were 
injected, negative results were obtained in rab- 
bits, but positive results in 82 per cent of the 
guinea-pigs. They believe that these positive re- 
sults are due to contamination of the urine by 
bacilli circulating in the blood and escaping 
through the abrasions incident to catheterization 
of the animals to obtain the urine specimens. 
They conclude that the normal kidney of the 
rabbit and guinea pig is not permeable to acid- 
fast bacilli, even when there is a marked and 
continuous bacillemia. 

R. Rieder (31) inoculated 143 guinea pigs with 
the urine of 136 patients with pulmonary tuber- 
culosis. One hundred and thirty-two of the ani- 
mals gave negative, and 11 positive, results. In 
all of the latter, evidence of genito-urinary tuber- 
culosis could be found clinically. In the cases of 
16 of the 132 animals giving negative results, the 
corresponding patients had advanced pulmonary 
lesions and marked albuminuria. 

Before attempting to sum up the evidence in 
favor of and against true tubercle bacilluria, it 
is necessary to discuss briefly the question of 
whether renal tuberculosis can heal spontaneously 
or not. The work of Medlar, Band, and of Coulaud 
cited above, based on observations in inoculated 
animals and on kidneys obtained at necropsy 
establishes beyond a doubt that minute cortical 
foci can heal spontaneously as the result of 
fibrotic changes. In the majority of cases, such 
lesions were bilateral and could not be detected 
clinically; therefore they are of little interest in 
the discussion of (1) whether true tubercle bacil- 
luria can exist without demonstrable lesions and 
(2) whether a caseous focus, which is the one that 
interests the urologist clinically, can heal spon- 
taneously. 

Of recent contributions to the second of these 
two questions, that is, spontaneous healing of 
the caseous form of renal tuberculosis, the fol- 
lowing are of interest: 

In the first, by Seel (35) published in 1931, 3 
cases which had been operated upon for renal 
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tuberculosis showed that the condition may re- 
main latent for many years. A diagnosis, based 
on Clinical and bacteriological evidence, had been 
made forty, twenty-eight and nine years, respec- 
tively, before operation. 

Young (41) reported the removal of a kidney 
seven years after tubercle bacilli had been found 
in the ureteral urine. The tuberculous lesion at 
the time of the nephrectomy was still small. 

Wildbolz (39) states that only 2 proven cases 
of non-operative healing of the caseous type of 
renal tuberculosis have ever been reported. The 
non-caseating forms, tuberculous nephritis, ap- 
pear to offer better prospects for spontaneous 
healing, but they cannot be distinguished from 
the caseous form in the majority of the cases. 


DISCUSSION 


The term tubercle bacilluria may be defined as 
the presence of tubercle bacilli in the urine of 
patients whose kidneys fail to reveal any specific 
tuberculous changes on gross, histological, and 
bacteriological examination. In looking over the 
articles on tubercle bacilluria, one finds a number 
in which the belief is expressed that such a con- 
dition can occur as a clinical entity. According to 
the supporters of the theory of a true tubercle 
bacilluria, the bacilli must have passed either 
through a normal kidney, or one damaged from 
any non-tuberculous cause whatsoever, as Kiel- 
leuthner (17) claims, or, finally, through a kidney 
showing non-specific tuberculous changes, as 
Wildbolz (37) maintains. Those who oppose the 
existence of a tubercle bacilluria without specific 
tuberculous renal lesions demand that the fol- 
lowing criteria be fulfilled before a given clinical 
case is declared to be one of tubercle bacilluria: 

1. Every known method must have been em- 
ployed to show that the kidney is normal in 
function and free from pathological changes. 

2. Not only must the urine which is to be 
examined be collected by ureteral catheteriza- 
tion, but the presence of genital tuberculosis in 
the male or the discharge of a perivesical tuber- 
culous focus, in the female, into the bladder must 
be excluded. 

3. A single method of examination does not 
suffice. The smear, culture, and animal inocula- 
tion methods must all be used because if the acid- 
fast bacilli found in the urine are non-pathogenic 
for guinea pigs, rabbits, and fowl, they are acid- 
fast saprophytes. 

4. Every case must have been subjected to a 
complete urological study, including excretory 
and, if possible, ascending or retrograde urog- 
raphy. 


5. Gross inspection of the kidney for minute 
foci should be carried out according to the 
technique described by Dimtza and Schaffhauser 
(8) and by Lieberthal and von Huth (19). The 
histological study must include serial sections of 
suspected tuberculous areas. The kidney tissue 
obtained at necropsy must give negative results 
by the smear, culture, and animal-inoculation 
methods before the presence of a renal tubercu- 
losis can be excluded. 

It is evident that if these criteria are applied to 
the claim made by the supporters of the theory 
that tubercle bacilli can be found in the urine 
without specific renal lesions, proof of their con- 
tention is lacking. 

The histological examinations of the kidneys 
by both Medlar (23) and Band (2) in cases of 
pulmonary tuberculosis show that tuberculous 
lesions are to be found in a certain number, if the 
serial section method is employed. The tubercles 
are usually bilateral, cortical, and so small that 
they do not give rise to clinically demonstrable 
findings. Such lesions have been shown by both 
of these authors, to become fibrosed and heal 
spontaneously. This raises the question as to 
whether caseating foci can heal also. This would 
mean that there are clinical cases in which tuber- 
cle bacilli were found in the urine on one or 
several occasions, a genital source being excluded, 
and then were absent over a period of one or 
more years, which findings would justify the 
conclusion that a caseous focus had existed but 
had healed. This viewpoint is expressed by Harris 
(13), by Band (2), and others to explain the 
absence of the bacilli on later examinations. The 
chief argument against such a claim is that in 
many cases of renal tuberculosis not only is the 
evolution of the lesions subject to great variation 
in respect to time, but a focus of infection may 
become temporarily or permanently occluded and 
yet the destructive process go on. Three cases 
reported by Seel (35) and 1 by Young (41) were 
cited to show the slow development of the clinical 
pictures in some cases. Wildbolz (39), who has 
had the largest individual experience with renal 
tuberculosis, maintains that only 2 proved cases 
of spontaneous recovery have ever been pub- 
lished. This shows that observation extending 
over many years is necessary before a case of 
renal tuberculosis can be considered as healed. 

It is at once apparent that there is an insepar- 
able relation between tubercle bacilluria without 
a demonstrable clinical lesion and the question of 
spontaneous recovery. 

Harris (13) as well as Dimtza and Schaffhauser 
(8) have shown that when tubercle bacilli are 
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found in the urine of patients suffering from 
joint, bone, tendon, and similar so-called surgical 
forms of tuberculosis, renal tuberculosis which can 
be demonstrated by urological examination will 
be found in most, if not in all, of the cases. Groen- 
inger and Pesch (12), Bader(1), Band (2), Munro 
(27) and Rieder (31) have shown the same results 
in patients with pulmonary tuberculosis. Saenz, 
Eisendrath, Costil and Sadettin (34) failed to 
find tubercle bacilli in the urine of 100 patients 
with pulmonary tuberculosis. Medlar and Sasano 
(24), Lieberthal and von Huth (20), Gaiginski and 
Petresco (11) and also Wyler (40) have shown 
that tubercle bacilli when injected by various 
routes into animals are not found in the urine. 
Montgomery and Allen (26) have found this to 
be true of all acid-fast bacilli. 

One of the best recent studies of the question 
of evolution of renal tuberculosis in a large series 
of rabbits by Coulaud (3) shows that the initial 
lesions are always bilateral and cortical and have 
a tendency to heal spontaneously by fibrosis. 
This confirms Medlar’s and Band’s observations. 
Such foci do not give rise to clinically demonstra- 
ble lesions. As the infection progresses, the me- 
dulla and renal pelvis are next involved. 

To sum up, there is ample evidence at hand to 
show that in all probability the initial infection 
in renal tuberculosis is bilateral, minute, and 
cortical. Many such foci may heal spontaneously 
without giving rise to tubercle bacilluria, hence 
are not clinically tangible or demonstrable forms 
of renal tuberculosis. As the infection spreads, 
caseous foci are formed in the medullary pyra- 
mids, and give rise to ulcerations of the overlying 
epithelial lining of the calyces of the renal pelvis, 
as a rule involving only one kidney. From these 
foci, tubercle bacilli are eliminated into the urine 
and at this period of evolution the disease is as 
a rule demonstrable clinically or by thorough 
examination of the kidney. A true tubercle bacil- 
luria does not exist, as an impartial review of the 
evidence in favor of and against such an occurrence 
reveals. The presence of tubercle bacilli in the 
urine signifies a specific lesion; and the ability to 
demonstrate it by clinical and laboratory methods 
is possible in practically all cases if they can be 
kept under observation a sufficiently long time. 
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GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Jasienski, G.: A Case of Giant Hydronephrosis of 
Traumatic Origin (Un cas d’hydronéphrose géante 
d’origine traumatique). J. d’urol. méd. et chir., 
1937, 44: 48. 


A man of twenty-seven in the course of his mili- 
tary service was kicked by a horse in the right lumbar 
region. The pain was slight at first and he continued 
his service. The urine was clear and did not contain 
blood. After ten days he had pain and hematuria 
for three weeks. He was hospitalized for six weeks, 
after which he was able to continue his service. 

Six months later a heavy weight fell on his lumbar 
region. He immediately felt intense pain and nausea. 
Some hours later he noticed an abdominal tumor the 
size of a newborn child’s head. There was intense 
hematuria for some weeks but the patient refused 
operation. 

Four years later he returned to the hospital with 
an enormous tumor of the abdomen that had greatly 
displaced all of the abdominal organs. He had had 
neither hematuria, pain, or vomiting in the mean- 
time. He again refused operation, fearing perhaps 
that he would lose his pension. 

The tumor was a giant hydronephrosis. Several 
cases have been reported in the literature in which 
the sac contained from 6 to 12 liters of fluid, or even 
as much as 30 liters. In this case it contained per- 
haps 1o liters and the viscera were so greatly dis- 
placed that it was hard to imagine their being more 
displaced. None of the cases in the literature show 
that a giant uronephrosis had acted on the other 
kidney and produced a hydronephrosis, as in this 
case. The pressure on the viscera had kinked the op- 
posite ureter and caused dilatation of the pelvis, 
and also torsion of the kidney around its transverse 
axis, as shown by the position of the calyces. 

The pathogenesis of giant uronephroses differs. 
Sometimes uronephroses are congenital and due to 
an anomaly of development. Sometimes, as in this 
case, they are caused by trauma. In this case the 
first trauma had injured the wall of the ureter and 
caused the uronephrosis. It is impossible to know, 
however, whether it was a true uronephrosis or a 
pseudohydronephrosis. The second injury six months 
later caused rupture of the sac and transformed the 
open hydronephrosis into a closed pseudonephrosis, 
which accounts for the enormous size of the tumor. 

Auprey Goss Morcan, M.D. 


Caulk, J. R.: 
Ureter. 


Tumors of the Renal Pelvis and 
Ann. Surg., 1937, 106: 68. 

Tumors of the renal pelvis and ureter are com- 
paratively rare and constitute from 5 to 10 per cent 
of all renal tumors. With few exceptions these tumors 
are epithelial, the majority being of the papillary 
variety. The papillary tumors have a tendency to be 
multiple and occur more frequently in the male. The 
sessile squamous-cell type shows no predilection as 
to sex. The papillary tumors show the well known 
characteristic of involving the ureter and adjacent 
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Fig. 1. (1) Traction of ureter upwardly—funneling blad- 
der with intramural ureter. Clamps applied containing 
intramural ureter and bladder wall. Closed resection with 
cutting current insuring against implantation. (2) Slight 
funneling of bladder from gentle traction of ureter. Dotted 
line shows site of ligation including part of bladder wall 
and intramural ureter, preventing ureteral mucous mem- 
brane from remaining external to bladder wall. Remaining 
intramural ureteral mucosa later destroyed by coagulating 
current through cystoscope. 


bladder wall and even the opposite ureter. The ex- 
planations for this have been the source of con- 
siderable controversy. The author believes it is due 
to a multiplicity of origin. This characteristic has a 
decided bearing on the surgical procedure, the pro- 
cedure of choice being a nephro-ureterectomy with 
partial resection of the bladder. Sessile tumors re- 
quire only a nephrectomy. 

The diagnosis of pelvic and ureteral tumors is 
based chiefly on repeated pyelo-ureterograms. 

The treatment is unsatisfactory; the operative 
procedure is followed by recurrences in a large per- 
centage of the cases. In the operative procedure the 
lower end of the ureter after being freed is utilized as 
a tractor; the funnel-shaped portion of the bladder 
produced by traction upon it is clamped and ex- 
cised. This method greatly facilitates the operative 
procedure. ANDREW MCNAL_Ly, M.D. 


Goldstein, A. E., and Abeshouse, B. S.: Partial 
Resections of the Kidney. J. Urol., 1937, 
a5: £5. 

Conservative operation or partial resection in the 
treatment of localized disease of the kidney has 
gradually supplanted radical nephrectomy. In the 
early period of kidney surgery this operation was 
abandoned because of severe primary or secondary 
hemorrhage, the frequent occurrence of urinary fis- 
tula, and the poor results and recurrences following 
this type of surgery. 

The experimental studies on this subject show 
that: 

1. Healing of kidney wounds is dependent upon 
the production of connective tissue derived from the 
capsule and interstitial tissue and reinforced by 
reticular tissue derived from the blood elements and 
by fibrous and fatty tissue. 

2. Compensatory hypertrophy in the remaining 
segment or in the other kidney depends upon the 
amount of functional renal tissue left. 





INTERNATIONAL ABSTRACT OF SURGERY 


Fig. 1. Drawing of the wedge-shaped resection of lower 
fifth of left kidney for localized calculous pyonephrosis. 
A, the aberrant artery supplying the lower pole of the kid- 
ney has been ligated and the capsule retracted before mak- 
ing the wedge-shaped excision. B, the operative defect is 
closed by placing a pad of fat in the wound and approximat- 
ing the edges of the incision with mattress sutures under- 
pinned with fat (Beer-Hagenbach method). C, the re- 
tracted capsule is drawn over the incision and closed witha 
continuous number oo non-chromicized suture. 


3. Renal function is decreased approximately in 
proportion to the amount of renal tissue removed. 

4. No unusual change in body function which 
appreciably alters the life or health of experimental 
animals occurs until the total remaining renal tissue 
is reduced to a minimum compatible with life. 

5. The minimum amount of kidney tissue neces- 
sary to maintain life differs slightly in the various 
experimental animals. 

Partial resection of a kidney is the operation of 
choice in the treatment of localized diseases of the 
kidney such as solitary serous or hemorrhagic cysts, 
hydatid cysts, localized hydronephrosis or pyone- 
phrosis with or without renal calculi, benign tumors, 
localized cortical abscesses, renal carbuncles, renal 
infarcts, and renal fistulas. The procedure is contra- 
indicated in tuberculosis or malignant tumors with a 
healthy kidney on the opposite side. It is occasion- 
ally indicated in bilateral disease, i.e., tuberculosis, 
calculous pyonephrosis, and renal rupture. 

In operations requiring removal of one kidney and 
from one-half to one-third of the other, or bilateral 
resections, it is better to perform the operation in 
stages with an interval of from four to eight weeks 
between stages. A minimum of one-fourth of the 
total renal substance is necessary for life. 


Suturing calyx 


Fig. 2. Drawing of the wedge-shaped resection of the 
lower third of the right kidney for localized calculous 
pyonephrosis. A, the dotted line represents the upper limit 
of the resected tissue. A diamond shaped portion of the 
dilated pelvis was removed to correct the hydronephrosis. 
B, operative defect resulting from the wedge-shaped exci- 
sion of renal tissue. The severed lower major calyx is closed 
with a continuous suture of number oo non-chromicized 
catgut. The edges of the wound are approximated by a 
continuous through and through suture of the number 2 
non-chromicized catgut underpinned with fat. C, a piece of 
muscle is placed in the wound before approximating the 
edges of the wound. The capsule is closed with a continuous 
number oo non-chromicized suture. 


The successful partial resection requires an orderly 
plan of operation which includes proper surgical 
approach, preparation of the pedicle and ligation of 
the nutrient vessels to the segment to be removed, 
decapsulation of the kidney in the operative area and 
utilization of this portion of the capsule in the closure 
of the wound, incision through healthy tissue, and 
accurate hemostasis and approximation of the wound. 

ANDREW MCNALLY, M.D. 


Lévy-Dreyfus, R.: Intestinal Fistulas after Oper- 
ations on and around the Kidney (Les fistules 
intestinales aprés interventions sur le rein et son 
atmosphére). J. d’urol. méd. et chir., 1937, 44: 5- 


Intestinal fistulas after operations on and around 
the intestine are not frequent. The author gives 
brief histories of 60 cases, all that he has been able 
to collect. Twenty-eight of them were unpublished. 
Among these were 13 duodenal fistulas and 1 of the 
small intestine 

Tuberculosis is the most frequent cause of tears 
and ulcerations of the intestine; this was the cause 
in more than half of the cases reported by the author. 
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The other causes, in decreasing sequence, are 
lithiasis, perinephritic phlegmons, and tumors. 

These fistulas are caused either directly, by manip- 
ulations in freeing the kidney or caring for the 
pedicle after nephrectomy; or indirectly, by con- 
tinued progress of the tuberculosis, or suppuration 
of the tissues in perirenal abscesses. In the former 
case the perforation appears immediately or after 
not more than two weeks; in the latter the fistula 
may not appear until some months after the oper- 
ation. 

Anatomically, the intestinal lesions are slight. 
However, spontaneous healing as well as surgical 
cure is retarded by the fact that the fistulas are ordi- 
narily located on the part of the colon or duodenum 
that is not covered with peritoneum. 

Fistulas of the colon generally heal spontaneously. 
Surgical cure is indicated only in the exceptional 
cases where there is some mechanical obstacle, such 
as a spur or a subjacent stricture, which would keep 
the fistula open indefinitely. Except for these indi- 
cations surgery should not be attempted, particularly 
as the necessary operation, entero-anastomosis with 
colectomy, is complicated and not free from danger. 
Fatal cases of fistula of the colon are caused by gen- 
eralization of the tuberculosis. Once closed, the 
fistula of the colon is not followed by any digestive 
disturbance. 

Duodenal fistulas are more serious, but they are 
not so necessarily fatal as they are generally sup- 
posed to be. Many of them heal spontaneously, 
though little is known of how to further such healing 
by treatment. The simplest and most logical treat- 
ment consists in prolonged ventral or lateral de- 
cubitus, which permits feeding the patient and makes 
it easy to care for the skin which is always exposed 
to the action of the digestive juices. Surgical treat- 
ment should not be considered unless this treatment 
fails. The prognosis in surgical treatment is always 
serious. Jejunostomy is the operation most fre- 
quently used and its mortality is very high. There- 
fore every postoperative duodenal fistula should be 
given a chance to heal spontaneously. Very often 
the results of this method of treatment are unex- 
pectedly favorable. | Auprey Goss Morcan, M.D. 


Shih, H. E.: Postcaval Ureter. J. Urol., 1937, 38: 61. 


Postcaval ureter is an extremely rare condition; 
only 15 reports have been found in the literature. 
Most of the cases have been found during anatomical 
dissections or post-mortem examinations. Five have 
been discovered at operation. The anomaly is not 
one of the ureter itself but of the vena cava in which 
the right post cardinal vein persists as a portion of 
the inferior vena cava instead of atrophying. 

In the diagnosis of this condition the usual causes 
of kinking or angulation of the ureter must be con- 
sidered. Winding of the ureter around the inferior 
vena cava must be considered when the vena cava 
is found to have been dislocated to or beyond the 
midline. In an oblique roentgenogram the postcaval 
ureter will impinge against the lower lumbar spine 
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Fig. 1. Retrograde pyelo-ureterogram illustrating hy- 
dronephrosis, hydro-ureter and marked curve of the ureter 
on the right side. Note the dislocation of the ureter in rela- 
tion to the vertebral column, a diagnostic sign. 


instead of falling away from it, as pointed out by 
Randall and Campbell. Anprew McNatty, M.D. 


BLADDER, URETHRA, AND PENIS 


Badenoch, A. W., and Campbell, R. I.: Foreign 
Bodies in the Urinary Bladder. Brit. J. Surg., 
1937, 25: 133- 

Foreign bodies may be introduced into the blad- 
der through pre-existing channels, as a result of 
trauma, postoperatively, and via the alimentary 
tract. Many different articles have been inserted 
into the bladder through the urethra or through a 
fistula. Less frequently a foreign body may gain 
entrance into the bladder as a result of trauma. The 
removal from the bladder of bullets, and sequestra 
from osteitis of the pelvic bones has been reported. 
Following operations, swabs and gauze packs have 
been removed. Occasionally, there is an enteroves- 
ical fistula which permits the passage of a foreign 
body from the bowel to the bladder. Cases on record 
show bullets, pins, and needles to have found their 
way into the urinary bladder in this way. 

The symptoms are frequent, painful micturition, 
often with terminal hematuria and strangury. 

The diagnosis is comparatively easy; the history, 
cystoscopy, and radiography, or some combinations 
of the three are of diagnostic value. 
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These foreign bodies may be extracted through 
the cystoscope. Candle wax, beeswax, chewing 
gum, and similar substances may be dissolved by 
the injection of gasoline, kerosene, or xylene into the 
bladder. In the case of a large foreign body, supra- 
pubic cystotomy may be necessary. 

The authors report two cases: the first that of a 
calculus embedded on a safety pin, which was dis- 
covered with the cystoscope and the x-rays and re- 
moved suprapubically; the second that of a bootlace 
lying coiled in the bladder. Cystoscopy and the 
x-rays showed the coiled bootlace to be covered with 
some phosphatic deposit. Suprapubic cystotomy 
was necessary for the removal of this foreign body. 
Eimer Hess, M.D. 


Thompson, A. R.: Vesical Extroversion with Con- 
trol of Micturition. Brii. M.J., 1937, 2: 3. 


Two cases of extroversion of the bladder are re- 
ported to show the value of a complete clinical ex- 
amination under anesthesia, and the fact that 
operative closure of the bladder may, under the 
conditions noted, lead to voluntary control of mic- 
turition with as little disturbance of the parts as 
possible. The cases are important because a normal 
proximal urethra developed in association with ex- 
troversion of the bladder, a possibility not generally 
recognized. The two cases are described in detail. 

In the first case, a male child aged two years 
had its cord cut at birth as usual. Under anesthesia 
distinct extroversion of the bladder wall, smaller 
than usual, was found in the lower part of the ab- 
dominal wall; it was circular and umbilicated. The 
surface was distinctly red. In the perineum there 
was a similarly colored groove, which passed down- 
wards and backwards towards the anus. The extro- 
verted bladder was separated from the perineal 
gutter by a bridge of skin one-third of an inch wide. 
There was wide divarication of the rectus muscles 
in the lower half and of the pubic bones, and a gen- 
eral rising of the bladder, perineum, and anus ceph- 
alad. There was a large ventral hernia, and at the 
upper part of this and slightly to the right of the 
midline the remains of the umbilical cord were 
found. The important finding was the perineal 
gutter, with a small protuberance on each side ex- 
tending downward and inward toward the midline. 
Each protuberance resembled a diminutive penis, 
an incomplete phallic eminence which had remained 
bifid. In the perineal gutter were five orifices; the 
first and most important was median and single. 
A probe passed through this orifice, and another 
through the bladder opening, touched each other. 
The author recognized this as a normal proximal 
urethra associated with extroversion of the bladder. 
Behind this opening were two paired holes, one of 
each pair at the side of the midline and close to it. 
The two posterior orifices were divided only by a 
bridle-like structure and opened into a single cav- 
ity, which passed upward for about an inch. The 
two orifices in front of them opened into distinct 
cavities which passed upward and backward. None 
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of these holes appeared to have any connection 
with the bladder. The anterior orifice was the im- 
portant one; although incomplete, it was a true 
urethra and hence was capable of controlling mic- 
turition. 

The second case, believed to be that of a female, 
was operated upon twice. The first operation done 
when the child was three months of age was a com- 
plete failure, but the second done three months 
later was a complete success. A small orifice was 
left in the wound deliberately for drainage of the 
bladder. At the age of one year, the baby died 
from pneumonia. At that time an occasional drop 
of urine had escaped from a small fistula in the 
wound. The control came through a normal proxi- 
mal urethra, and the fistula may have been closing 
at the time of death. At necropsy, there was found 
a large extroversion of the bladder with both ureteral 
orifices visible. Below the bladder level was a 
bridge of skin which passed across the midline and 
connected the two sides of the abdomen. Below 
this was the perineum. At the front of this was a 
circular hole on the summit of a distinct small pro- 
tuberance. Near this protuberance and orifice and 
on each side of the midline was a symmetrical body 
similar to a small penis. The tips of these paired 
bodies were separated half an inch. Behind and 
below these was a bilateral conical swelling also 
directed inward and downward. Years afterward 
the author came to the conclusion that the child 
was male. The anterior projections were parts of a 
bifid penis, and the eminences behind these were 
undeveloped parts of the scrotum. The orifice lying 
in the midline was really a partially developed 
urethra. 

The following technique was used in the first case: 

The extroverted bladder was pushed back into the 
abdomen, and an incision was carried around the 
mucosa. Catgut sutures were used to join the edges 
transversely. The circular incision was extended 
on each side transversely for three-fourths of an 
inch. The skin edges were everted widely, and a 
broad linear scar of subcutaneous tissue was ex- 
posed. Lembert catgut sutures were applied to this 
surface on each side of the long axis of the wound, 
the bladder thereby being buried deeply. The skin 
edges were united with fine salmon-gut sutures. 
On recovery from the anesthetic, the child was 
allowed to do as he wanted and walk about the 
ward. He at once was able to hold his water, and 
continued to do so, and passed a good urinary 
stream. The normal proximal urethra is now con- 
trolling micturition. Louis NEuwELT, M.D. 


Melly, A.: Tumors of the Bladder (Ueber Blasen- 
geschwuelste). Zéschr. f. Urol. Chir. u. Gynaek., 
1937, 43: 27- 

On theoretical as well as on practical grounds blad- 
der tumors are classified into benign and malignant 
tumors even though a strict differentiation on ac- 
count of the occurrence of mixed forms and of malig- 
nant degeneration is not always possible. Of the 











i ie ee ee el i ee ee ee 


CO eet OOF OOOOH SO] OG OO ts em 














symptoms hemorrhage and urinary disturbances, the 
latter are the more predominant in cancer and hemor- 
rhage is more common in benign tumors. The diag- 
nosis can be made with certainty only with the 
cystoscope. The symptoms depend upon the size, 
location, and structure of the tumor. Infection in 
the presence of papilloma is more easily controlled 
than it is in the presence of cancer. Not much signif- 
icance can be attached to the biopsy specimens ob- 
tained during cystoscopic examination. The tumors 
may involve any part of the bladder. In typical 
cases they are usually in the fundus, trigone, or the 
vicinity of the ureteral openings. In the benign 
tumors there is usually present a pedicle which can 
be brought into view by pushing the tumor aside 
with the cystoscope or the ureteral catheter. The 
villi are regular, and the vicinity of the tumor shows 
no reaction. The bullous edema is differentiated 
from the papillary villi by its broad surface involve- 
ment and by the absence of blood vessels. In papil- 
lary carcinoma the base is broader, and the villi are 
coarse, thick, and irregular. The solid cancer has a 
broad base, ulcerates early, and usually is surrounded 
with bullous edema. Cancer may also appear as a 
localized, clearly defined ulcer not rising much above 
the adjacent mucous membrane. It may not in- 
volve the musculature or the neighboring organs 
until very late. At the author’s clinic there were 
treated 218 cases of papilloma, 167 men and 51 
women, and 167 cases of cancer of the bladder, 120 
men and 47 women. From the tabulation regarding 
the site of the tumors, it was ascertained that in 
papilloma the neighborhood of the ureteral orifices 
was most often involved, whereas in cancer the 
lateral walls were involved most frequently. In the 
treatment of papilloma suprapubic excision, or endo- 
vesical electrocoagulation is the method of choice. 
Advantages of the endovesical method are that it is 
more conservative and it may be repeated, and there 
is good visibility through the cystoscope of even the 
smallest villus and an absence of implantation metas- 
tases. A necessary requirement, of course, is the 
ability to be able to introduce the instrument. In the 
first case coagulation could be done only after aspira- 
tion of the villi according to the method of Bigelow. 
With employment of thicker coagulating sounds the 
tumor may be removed much quicker than with thin 
sounds. Borza has done his coagulating mostly with 
a silver needle according to the method of Frank and 
Joseph. In case of severe hemorrhage blood may be 
washed out and the bleeding surface may be crusted 
over. In 118 cases the tumor was removed surgi- 
cally. With the bladder open the tumor and its bed 
may be palpated manually. The papilloma is 
grasped with a fenestrated papilloma forceps and re- 
moved with the scissors. If cystoscopy is impossible 
or difficult, cystography is of great value. If during 
the operation it is difficult to ligate the vessels the 
clamps may be left in place for two or three days. 
For ligation within the bladder silk is always em- 
ployed. The strands are left long, brought out 
through the wound, and removed after five or six 
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days with slight tension. Before the tumor is re- 
moved it must be lifted up from its bed. A prelimi- 
nary ligation of the pedicle should not be done. 
Among 218 patients recurrence was found in 42; 
in 6 (2.7 per cent) malignant degeneration occurred. 

In the treatment of malignant tumors, the follow- 
ing methods may be employed: conservative, oper- 
ative, or combined treatment. In inoperable cases, 
roentgen or radium treatment combined with elec- 
trocoagulation is employed. In favorably situated 
tumors in the fundus or in the lateral walls, the 
tumor may be excised in the normal surroundings 
and the bladder wall removed in toto. Radiation 
therapy is employed postoperatively. If the tumor 
is in the neighborhood of the ureteral openings the 
ureters must be reimplanted or a nephrectomy done, 
according to the case. In cancer of the entire trigone 
the author refuses to remove the bladder totally, as a 
satisfactory disposition of the ureters is as yet un- 
known. If radical removal of the tumor is not pos- 
sible at the time of the operation, as much as pos- 
sible of the tumor is removed and radium is then 
employed: Large defects of the fundus or lateral wall 
which could not be closed frequently heal upon sim- 
ple tamponade and without pericystitis. After the 
removal of the larger masses in papillary cancer the 
superficial masses may be burned out with the ther- 
mocautery. Sarcoma of the bladder is observed but 
rarely. 

In the comparison of the results of the treatment 
of benign tumors with those of malignant tumors, 
as shown by the figures from Illyes, it is shown that 
in the benign tumors a permanent cure is usually 
effected with few exceptions. In malignant tumors, 
however, the results are in no wise proportionate to 
the efforts of the physician and the sufferings of the 
patient in spite of temporary clinical improvement. 

(Von Scanzont). Leo A. JuHNKE, M.D. 


Di Maio, G.: Tumors and Precancerous Lesions of 
the Urinary Bladder Caused by Amines and 
Nitroderivatives (Tumori e lesioni precancerose 
della vescica da amine o nitroderivati). Arch. ital. 
di urol., 1937, 14: 283. 


Di Maio examined cystoscopically 86 workmen 
who were employed in factories dealing with amines 
and nitroderivatives. He found among them 4 with 
carcinoma of the urinary bladder, 7 with benign, 
single, or multiple papilloma, 26 with precancerous 
lesions and 49 who were normal. Therefore, among 
a total of 86 workmen there were 11 (12.79 per cent) 
who were affected by the amines and nitroderiva- 
tives. This is the first Italian statistical report of 
this kind. 

On the basis of an extensive study made on work- 
men handling these substances, the author arrived 
at the following conclusions: 

Workers who come in contact with certain sub- 
stances containing the aminobenzol group, amines 
and nitroderivatives, frequently show after a period 
of occupation ranging from one to thirteen years, 
congestive lesions of the vesical trigone and of the 
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peripapillary areas of the bladder, which must be 
regarded as being precancerous lesions. After a 
period ranging from three to nine years there may 
be found benign papillomas in a small number of 
these workers. After a period of occupation of from 
six to fifteen years cancerous lesions may be found 
in others. 

Among the amines which are oncogenetic are 
betanaphthylamine, benzidine, and aniline. Con- 
cerning the route of absorption of these oncogenetic 
substances and their metabolic transformation in 
the organism, the author believes that they are 
taken up through the respiratory tract and through 
the skin. They become eliminated in part unchanged 
in the urine, and in part they are hydrolyzed into 
benzidine and naphthylamine. Other compounds, 
such as aniline, are oxidized in the body or are elim- 
inated through the kidneys as paratoluidine without 
having undergone any chemical changes. 

Concerning the pathological anatomy and the 
histology of the observed lesions, the benign papil- 
lomas and the carcinomas have no special charac- 
teristics. The precancerous lesions are characterized 
by a telangiectasia, by congestive lesions arranged 
diffusely or in a grape-like fashion, or by small, 
hemorrhagic spots, especially in the region of the 
vesical trigone. 

Concerning the histopathogenesis of these lesions, 
very little is known from either an experimental or a 
histological point of view. 

Studies of the symptomatology and the clinical 
course of the disease have shown that benign papil- 
lomas as well as carcinomas may be present for years 
without giving rise to subjective and objective mani- 
festations. In some workers there may be a micro- 
scopic hematuria, although on examination the blad- 
der appears to be essentially normal. 

The diagnosis of the tumor as well as of the pre- 
cancerous condition can be made only endoscop- 
ically with the aid of the urethrocystoscope of 
McCarthy. Without this examination no tentative 
diagnosis of malignancy should be made even though 
the patient may present a microscopic hematuria 
or a slight dysuria. 

The degree of benignancy of a papilloma can be 
determined primarily from the behavior of the lesion 
following electrocoagulation. 

In the light of our present knowledge the prog- 
nosis of precancerous lesions cannot be formulated. 
The prognosis of benign papilloma in itself is favor- 
able. In recurring cases diagnosis is reserved and in 
carcinoma it is bad. Early diagnosis is essential. 

Concerning the therapy of precancerous lesions, 
the author recommends irrigations of the bladder 
with physiological solutions or with a 1 per cent 
silver-nitrate solution, depending upon the type of 
lesion. Benign papillomas should be treated by 
electrocoagulation with the high-frequency current 
in divided treatments so that the lesion is destroyed 
slowly and hemorrhagic complications are avoided. 

Infiltrating carcinomas, regardless of their size, 
should be left alone. If necessary, hypogastric drain- 


age may be instituted. Malignant papillomas and 
non-infiltrating carcinomas which are limited to the 
movable portion of the bladder are treated by sub- 
total cystectomy. Ricwarp E. Somma, M.D. 


GENITAL ORGANS 


Dossot, R.: Hormonotherapy in the Treatment of 
Adenoma of the Prostate (L’hormonothérapie 
dans l’adénome prostatique). Presse méd., Par., 
1937, 45: 1004. 

Dossot states that in recent years an attempt has 
been made to substitute hormonotherapy in place 
of surgical treatment. It has been found that the 
male hormone is mainly produced by the interstitial 
cells of Leydig and that this principle acts also on 
the development of the accessory genital organs, 
such as the prostate, the seminal vesicles, and 
Cowper’s glands. This principle is also responsible 
for the secondary sex characteristics and for the 
sexual instincts. 

It has been found also that the testis is directly 
related to the anterior lobe of the pituitary gland. 
The anterior lobe secretes two gonadotropic hor- 
mones, Gonadostimulins A and B, which act on the 
sexual glands and stimulate their activities. 

In the male, Gonadostimulin A activates the cells 
of the seminiferous tubules, and Gonadostimulin B 
acts on the interstitial glandular elements. 

Conversely, the testis has a well defined action 
upon the hypophysis. Castrated animals show in- 
variably a definite hypertrophy of the hypophysis. 
It is believed that the testis elaborates a special hor- 
mone produced by the cells of the seminiferous 
tubules, or perhaps by the cells of Sertoli, which ex- 
erts an inhibitory action upon the hypophysis. 

Certain cells, called the ‘‘F cells of Steinach,”’ are 
said to elaborate the female hormone in the testis. 

In studying the relationship of the testicular and 
pituitary hormones to the prostate gland, it was 
found that castration causes an atrophy of the 
prostate. On the basis of this experience, fifty years 
ago, prostatic hypertrophy was treated by bilateral 
or unilateral castration. Testicular grafts and the 
administration of male hormone counteract the pros- 
tatic atrophy induced by castration; and female hor- 
mone, if injected into normal mice, produces a 
marked enlargement of the prostate gland. Histo- 
logicaily, the gland undergoes an epidermoid meta- 
plasia. 

From these observations it appears conclusive 
that the male and female hormones act synergisti- 
cally in keeping the prostate in a normal condition. 

It has been observed experimentally that the in- 
jection of an extract of the anterior lobe of the 
hypophysis causes an enlargement of the prostate, 
whereas ablation of the hypophysis causes an atrophy 
of the prostate. According to certain authors there 
is a testicular hormone which inhibits pituitary ac- 
tion and the aqueous solution of testicular extract 
which is believed to contain this principle has been 
found to produce an atrophy of the prostate. 
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The author thus concludes that prostatic hyper- 
trophy is due either to an excess of female hormone 
over male hormone which diminishes with advancing 
age, or to a hyperactivity of the pituitary gland. 
Therapeutically, therefore, it is necessary either to 
neutralize the female hormone by the administration 
of male hormone or to check the hyperactivity of 
the hypophysis. 

Judging from the results reported in the literature 
and from his own observations, the author believes 
that the endocrine origin of adenoma of the prostate 
is possible and even probable, but that it has not 
been demonstrated conclusively. 

Clinically, hormonal therapy has a definite effect 
upon the functional manifestations of prostatic 
adenoma, such as polyuria and dysuria, as well as 
upon the general condition of the patients. 

Hormonal therapy of prostatic hypertrophy is ac- 
companied by no special danger and it seems to ab- 
breviate the duration of the crisis resulting from 
acute urinary retention. There are a few good dem- 
onstrations which indicate that hormonal therapy of 
hypertrophy of the prostate may have a beneficial 
effect upon complete or incomplete retention of the 
urine. 

It has not been shown that hormonal therapy is 
of any value along preventive lines. 

RicHarp E. Somma, M.D. 


Cardillo, F.: The Roentgen Therapy of Malignant 
Tumors of the Testis (La roentgenterapia dei 
tumori maligni della ghiandola genitale maschile). 
Tumori, 1937, 23: 358. 


In 1906 Chevassu first organized our knowledge of 
malignant testicular tumors when he emphasized 
that the majority of such tumors were of epithelial 
origin derived from the spermatogenic tissues, the 
seminomas, and distinctly separated from tumors of 
mesodermal origin. This concept was accepted gen- 
erally in Europe. Ewing countered with the opinion 
that most malignant tumors of the testicle were of 
epithelial structure, but that all were simply dif- 
ferent conditions of development of the fundamental 
mixed structure, the teratoma. 

The lymphatic drainage of the testicle is important 
from the therapeutic point of view. The lymph ves- 


sels follow the spermatic vessels through the in- 
guinal canal and abdomen to empty into para-aortic 
lymph nodes at the level of the junction of the sper- 
matic veins with the inferior vena cava and left renal 
vein. From these lymph nodes vessels pass to the 
receptaculum chyli. The inguinal lymph nodes are 
not involved in the drainage system of the testicle, 
but they do drain the scrotum. 

Malignant tumors of the testes constitute about 
1% per cent of all malignant tumors. According to 
some authors the incidence of tumor formation is 
higher in ectopically situated testes than in those in 
the scrotum. The diagnosis of tumor of the testis is 
not always simple in the early stages. Induration 
and pain are important in the period before swelling. 
The author lists the initial symptoms in a large 
group of patients. Metastases occur early in these 
tumors, as exemplified by the large number of pa- 
tients who present evidence of metastases when first 
examined. The recent use of the Aschheim-Zondek 
test has been of aid in the diagnosis of testicular 
tumor, for a positive reaction is usually obtained. 

The treatment of malignant tumors of the testis 
was most unsatisfactory in the years before radia- 
tion therapy. Since the advent of x-ray treatment 
the prognosis has been improved. Radiation therapy 
either alone or with subsequent orchidectomy is the 
most efficacious method of treating these tumors. 

The author reports on a series of 25 patients. He 
lists the various x-ray techniques employed. One of 
his patients was alive after five years, 1 after four 
years, 1 after three years; 2 were alive after one year, 
and 4 after less than one year. He then discusses his 
results and reviews some of the literature concerning 
this method of treatment. Primary orchidectomy 
is advised by many because of its simplicity. Others 
believe the operation may constitute a stimulus for 
spreading of the neoplasm. When metastases are 
present, most investigators consider orchidectomy 
only palliative. Favorable reports are cited to indi- 
cate the favorable results after x-ray treatment alone. 
The author prefers the combination of pre-operative 
radiation of the tumor and the metastatic field 
orchidectomy, and postoperative radiation of the 
drainage areas. He outlines the technique employed. 

A. Louis Rosi, M.D 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hauser, E.: Scoliosis: A Functional Decompensa- 
tion. Arch. Surg., 1937, 34: 1150. 


There are two types of scoliosis, congenital and 
acquired. 

In the congenital type the prognosis for full recov- 
ery, both anatomically and functionally, with cor- 
rective measures is excellent. 

Scoliosis is due, not to an imbalance in the pull of 
the muscles of the back but to an increase of the nor- 
mal curvatures of the back. The development of the 
structural changes is explained. The cause of adoles- 
cent scoliosis is given and the prophylactic measures 
are based upon it. The method of correction of the 
curvature is based on the teaching of Patrik Hag- 
lund. The lateral lumbar curve is obliterated by list- 
ing the body to the opposite side. Compensatory 
kyphosis is obliterated by tilting the body forward. 
Derotation is obtained by fixing the pelvis and rotat- 
ing the shoulder girdle in the opposite direction. 
The pelvis is fixed in this position with a plaster of 
Paris jacket which encloses the lumbar area and ex- 
tends up to the thoracic curve. The treatment is 
entirely ambulatory. Exercises follow the removal 
of the cast and a leather or steel braced jacket is 
worn until the muscles have been developed. The 
fusion operation is indicated in some cases of long 
standing which are quite fixed and in which the pa- 
tient suffers from pain. 

These principles as outlined may be used in either 
the congenital or the acquired types. 

Acquired scolioses may be divided as follows: 

Curvature due to the rickets of osteomalacia, 
which condition is rare and has a poor prognosis. 

Scoliosis due to flaccid paralysis following anterior 
poliomyelitis. In these cases the author emphasizes 
the early recognition of the involvement of muscles 
of the abdomen and back and the protection of such 
muscles until they regain the maximum amount of 
strength. Fusion may be indicated. 

Scoliosis associated with syringomyelia. The pri- 
mary condition is usually progressive, and determines 
the prognosis. 

Curvature due to spastic paraplegia and hemi- 
plegia. The prognosis in these cases is dependent on 
the possibility of clearing up the spastic paralysis. 

Scoliosis secondary to deformities elsewhere in the 
body, static deformity, in which cases the prognosis 
is dependent on the possibility of correcting the pel- 
vic tilt. 

Scoliosis due to torticollis. The prognosis in these 
cases is dependent on the possibility of correcting the 
primary deformity. 

Curvature due to local disease of the spine. This 
type is secondary and depends upon the eradication 
of the primary disease. 


Curvature secondary to contracture of the chest. 
The prognosis in these cases is good so far as the 
arrest of the progress of the deformity is concerned. 

Lateral curvature due to sacro-iliac disease or 
sciatica. In these cases the curvature will subside 
if the pain is relieved. 

Hysterical scoliosis. This type disappears under 
anesthesia. 

Adolescent scoliosis. In the early stages satisfac- 
tory correction and retention of normal position can 
be accomplished, but in extreme cases of long stand- 
ing it is impossible to obtain complete correction, 
and the fusion operation may be indicated. 

The treatment of scoliosis is dependent on the 
factors which have produced it, and is attempted in 
two ways, namely, by the reéstablishment of normal 
function, and the correction of body deformity. 

The principle involved in the Hesing corset is 
incorporated in modern treatment. The principle 
of exercise in various forms associated with mechani- 
cal devices are of value. The use of hyperextension 
frames and plaster-of-Paris beds is condemned. 

RIcHARD J. BENNETT, JR., M.D. 


Willis, T. A.: Low Back Pain. The Anatomical 
Structure of the Lumbar Region, Including 
Variations. J. Bone & Joint Surg., 1937, 19: 745. 


A knowledge of the ancestral spinal column and 
the manner in which the lower extremities become 
attached to it is essential for the understanding of 
the anatomical structure of the lower back. 

Partial lumbarizations and sacralizations are mani- 
fested by enlarged transverse processes of the last 
lumbar segment and variation in conformation of 
the articular processes and in their planes of inci- 
dence between the sagittal lumbar and the trans- 
verse sacral types. Narrowing of the lumbosacral 
disc is incorrectly interpreted as a pathological le- 
sion. In anomalous sacralization, the vertical diam- 
eter of this disc may vary between the diameter of 
the usual thick lumbosacral type and the thin sacral 
disc. A thin disc is in itself no proof of a destructive 
or pathological lesion especially if it is associated 
with other evidence of anomalous sacralization. 

A second type of anomaly of interest in low back 
pain is defective development of the vertebral arch, 
such as a break in bony continuity of the last lumbar 
vertebra either centrally, as in spina bifida, or lat- 
erally, in which case there is freeing of the superior 
articular processes and the vertebral body from the 
inferior articular processes. The bilaterally defective 
neural arch weakens the anchorage of the torso to 
the pelvis at a point where the strain of the upright 
posture is concentrated. The author believes that 
such arches are separated by injuries, and they 
should not be confused with fractures because: (1) in 
about 25 per cent of the cases the anomaly appears 
unilaterally; (2) the lamine affected are often de- 
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fectively developed; and (3) in no instance so far 
reported has there been evidence of attempted bone 
repair, not even in the unilateral type. 

The clinical importance of lumbosacral anomalies 
and of postural variations is in direct proportion to 
the extent to which they weaken the part mechani- 
cally. The presence or absence of a lumbar segment 
is of little interest. Enlarged transverse processes, 
impinging on or articulating with the sacrum or the 
ilium, or variations in the planes of the articular 
processes are of importance only as sites perhaps 
abnormally susceptible to injury. To what extent 
such anomalies actually predispose to strains and 
sprains is problematical. Data recently furnished by 
Badgley and Hodges indicate that it is very little. 
The former, in a study of several hundred patients 
complaining of backache, found these anomalies in 
26 per cent; the latter, in the same number of pa- 
tients without back pain, found them in 27 per cent. 
They were present in the same proportion of our 
dissecting-room subjects, some of whom, but not all, 
probably had low-back pain during their lives. The 
presence of such anomalies in the vertebral column, 
therefore, does not solve the problem of backache. 

Anomalies of the nerves, muscles, and blood ves- 
sels are associated with skeletal anomalies. Bone and 
soft-tissue anomalies frequently exist for years with- 
out symptoms until the relation of nerve to bone is 
altered by changing posture. Sciatic pain may be 
relieved by removal of an enlarged transverse process 
in some instances and by correction of a faulty pos- 
ture in others. Ropert P. MontGomery, M.D. 


Bruce, J., and Walmsley, R.: Replacement of the 
Semilunar Cartilages of the Knee After Opera- 
tive Excision. Brit. J.Surg., 1937, 25:17. 


The results of meniscectomy are among the best 
in the whole field of orthopedic surgery although 
persistent pain, effusion, or limitation of movement 
are occasionally encountered. The research work in 
this article is both clinical and experimental, and 
together they aim to show that replacement of ex- 
cised cartilage occurs. 

The function of the semilunar cartilages has been 
explained both morphologically and functionally. 
Morphologically, the semilunar cartilages have been 
regarded as persistent elements of the skeleton of 
lower forms; or as tendons or ligaments which have 
acquired an intra-articular situation. Functionally, 
the menisci are claimed to adapt the ill-matched 
surfaces of the femur and the tibia so that the weight 
transmitted through the cartilages is distributed 
over a larger area than it would be if the cartilages 
were not present. Due to their elasticity, the carti- 
lages also absorb part of the shock transmitted 
through them. 

The authors present 1 case in which the anterior 
portion of the internal meniscus was removed. 
Symptoms persisted following the operation. Six 
months later the signs and symptoms suggested an 
external meniscus lesion. Arthrotomy was _per- 
formed and the lateral meniscus was removed. The 


anterior portion of the upper surface of the medial 
tibial condyle was inspected and a flat piece of 
tissue identical in form with the anterior part of the 
meniscus was seen projecting from the capsule into 
the interior of the joint. This piece of tissue was 
removed and, microscopically, was found to consist 
entirely of fibrous tissue. 

Previous experimental work by Lukjanov and 
Pokrovski showed that in 25 dogs the cartilages re- 
generated whether the meniscus was removed com- 
pletely or in part. The regenerated structure was 
found to be histologically similar to normal semi- 
lunar cartilage. In experimental work the findings 
suggest that after removal of the semilunar cartilages 
they are replaced by a flat fibrous structure at- 
tached peripherally to the capsule. 

The experimental work was carried out by ex- 
cision of the lateral semilunar cartilage of the right 
hind leg of each of 6 young dogs. The postoperative 
examinations of the joints were made after periods 
varying from one hundred and forty-nine to three 
hundred and fifty-seven days. In each case the dog was 
sacrificed and both hind legs were amputated above 
the knee joint. The right hind leg was the primary 
operative site in each instance and the left leg was 
always used as a control. The findings of the experi- 
ment were as follows: 

1. A complete or partial replacement of the ex- 
ternal semilunar cartilage was observed in 5 of the 6 
dogs. In the sixth dog the regeneration was ob- 
served only microscopically. 

2. Hyperemia was present in 5 of the 6 post- 
operative knee joints. The degree of injection was 
inversely proportional to the size of the regenerated 
tissue. 

3. The growth in width of the cartilage replace- 
ment was in all cases relatively greater than the 
growth in thickness. 

4. New tissue was fibrous, and no cartilage cells 
were observed. 

In considering the different types of fracture of 
the menisci the opinion of these authors is that in 
partial transverse tears of the menisci, total men- 
iscectomy is the operation of choice. In mobile or 
dislocated cartilages it seems advisable to remove 
both the mobile portion as well as the peripheral rim 
of the true cartilage. In bucket-handle tear experi- 
mental observations suggest that the cartilage should 
be removed in its entirety. 

The authors conclude that: 

1. Semilunar cartilages are replaced after their 
removal. 

2. The new structure is composed entirely of 
fibrous tissue and arises from the articular capsule. 

3. The replacement in outline corresponds to the 
normal cartilage, but is not of normal thickness in 
dogs. 

4. There is considerable individual variation in 
the amount of growth, although the growth is pro- 
portional to the time elapsed following meniscectomy. 

5. Complete meniscectomy is found to be most 
satisfactory. RIcHARD J. BENNETT, JR., M.D. 
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Fisher, A. G. T.: The Principles of Orthopedic and 
Surgical Treatment in the Rheumatoid Type of 
Arthritis. J.Bone & Joint Surg., 1937, 19: 657. 


Defective posture is an important predisposing 
cause of arthritis. The circulation of the extremities 
is impaired and arthritis supervenes in joints sub- 
jected to undue strain for many years, because of 
the presence of deformities due to defective posture. 
The author believes that by physical training in the 
young and middle aged and by close observance of 
the elementary principles of physical well-being 
many cases of arthritis can be avoided. 

The author considers the orthopedic and surgical 
treatment of the rheumatoid type of arthritis under 
two principle headings: (1) prevention and treat- 
ment of deformity in the more acute stages, and 
(2) orthopedic and surgical treatment in the more 
chronic stages. 

The principles of treatment of the earlier stages 
are as follows: 

1. In the acute stages, when muscle spasm is 
prominent, every effort should be made to prevent 
deformity, if necessary, with light, easily removable 
splints. 

2. Whenever possible a movable and functionally 
useful joint should be preserved. However, the 
possibility of ankylosis is always present, so that the 
affected joint should be maintained in the optimum 
position, if necessary, in some form of light and 
comfortable apparatus which can be removed easily 
for local physical treatment. 

3. When muscle spasm has already brought about 
deformed positions of the joints, these must be cor- 
rected at the earliest possible moment and before 
the deformities have become fixed. 

Of the patients who, from the first, have had a 
more chronic type of arthritis, many will be am- 
bulatory, except when deformity or pain is very 
marked. Most of the methods of physical treatment, 
such as heat in its various applications, electricity, 
ultraviolet, or balneological therapy, achieve their 
purpose best when combined with movements, 
especially in the form of carefully graduated exer- 
cises to strengthen the weakened musculature and 
to restore movement to the joints stiffened by the 
disease. Orthopedic apparatus may be necessary. 

Manipulation of a stiffened arthritic joint should 
never be performed when signs of active disease are 
present either in the stiffened joint or in other 
regions. If there is any doubt about this, the sedi- 
mentation rate should always be ascertained. Roent- 
genographic examination is necessary preliminarily, 
as cases showing marked destruction of the articular 
surfaces or dense intra-articular ankylosis, either 
fibrous or bony, are obviously unsuitable for manipu- 
lation. Joints with minor degrees of stiffness often 
improve markedly under physical treatment. 

One of the most important factors of success in 
manipulative work is the policy of gradually restor- 
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ing movement by a carefully planned series of 
manipulations. In this way, reaction in the manipu- 
lated joint can usually be avoided completely. In 
straightening a flexed knee, for example, the limb is 
temporarily fixed after manipulation in some easily 
removable splint in the improved position attained 
by the first manipulation. The splint is removed 
daily for physical treatment, including active move- 
ments. After a week, or possibly a little longer, a 
further manipulation is performed and the splint is 
reapplied at the altered angle. This process is re- 
peated until complete extension is restored. 

Surgical operations may be divided into those 
which aim at fixation or ankylosis of the affected 
joint and those which endeavor to retain a movable 
joint. As a general rule, in cases of advanced arthri- 
tis, ankylosis in the optimum position is aimed at 
in the weight-bearing joints of the lower extremity 
in which stability is a principal consideration. 

Excision of an arthritic joint is indicated when 
pain is severe, resists other measures, and is as- 
sociated with marked destruction of the articular 
surfaces. In the case of the knee, after removal of 
the articular surfaces, ankylosis in the optimum 
position is deliberately sought, but in the cases of 
the hip, the shoulder, the elbow, and the meta- 
tarsophalangeal joint of the great toe, the ultimate 
aim is usually a movable joint. 

Arthrodesis aims at the production of ankylosis 
in a joint and is most often performed upon the hip 
joint when pain is intolerable and resists other 
measures. When it is performed satisfactorily and 
bony union is secured, relief from pain is obtained. 
The operation is a severe one and it is often contra- 
indicated by the age and general condition of the 
patient. This operation should never be performed 
without a previous thorough and patient trial of 
modern methods of physical therapy and particu- 
larly of manipulative treatment. 

Osteotomy is necessary when osseous ankylosis 
has occurred in a bad position. This operation is 
valuable in cases of ankylosis of the shoulder or hip 
in marked adduction. 

Arthroplasty is an operation that is at present on 
trial in the treatment of arthritis. With further 
study and technical improvement, it may prove to 
be of great value. The indications for its perfor- 
mance are cases of bilateral ankylosis, such as stiff- 
ness of both hips, elbows, or knees, or combinations 
of ankylosed hips and knees. 

Posterior capsulotomy is of value in cases of ob- 
stinate flexion deformity of the knee, which have 
proved resistant to manipulation, in which the 
roentgenogram shows slight or moderate changes in 
the articular surfaces, and in which it is clear that 
the obstruction to extension is due to contracture 
of the posterior portion of the capsule of the joint. 

Synovectomy is a valuable procedure in suitable 
cases. It is particularly indicated in cases of the 
rheumatoid type of arthritis of the knee joint, in 
which the disease affects principally the synovial 
membrane and in which enlarged and tender sy- 








SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 87 


novial villi can be palpated. The latter, by becoming 

squeezed between the articular surfaces, give rise 

to recurrent attacks of pain and effusion. 
Norman C. Buttock, M.D. 


Logréscino, D.: Arthrodesis of the Shoulder Ac- 
cording to Putti (Artrodesi dispalla secondo Putti). 
Arch. ital di chir., 1937, 45: 591. 


Logroscino states that Albert, in 1879, performed 
the first scapulohumeral arthrodesis. This was fol- 
lowed by considerable criticism concerning the ad- 
vantages obtained from this type of operation. The 
main objections made were that with this type of 
operation the articulation is permanently destroyed, 
the extremity cannot be lengthened, and in certain 
cases a satisfactory synostosis cannot be obtained. 

After having briefly reviewed the literature on 
this subject, the author describes briefly the method 
of an extra-articular arthrodesis as suggested by 
Putti. An incision is made from the medial ex- 
tremity of the spine of the scapula along the bony 
crest to the acromion. Following the longitudinal 
axis of the humerus up to the insertion of the deltoid 
muscle the level of the bone is reached (Figure 1 
a and b). With a periosteum elevator the spine of 
the scapula and the acromion are exposed and by 
means of an osteotome a transplant is prepared as 
shown in Figure 1 c and d. 

Following incision of the fibers of the deltoid 
muscle the upper third of the diaphysis of the hu- 
merus is reached. On its surface an opening is made 
with a distal base, 2 cm. wide and 3 cm. long. The 
arm is placed in abduction and the transplant is 


Fig. 1. The 
various steps of 
an extra-artic- 
ular arthrodesis 
of the shoulder 
according to 
the original 
technique 
adopted by 
Putti. 


placed with its vertebral end into the opening made 
in the humerus. The acromial énd is fixed with cat- 
gut to the surface of the acromion as shown in 
Fig. 1 e and f. 

In a mixed arthrodesis, intra-articular and extra- 
articular, an arthrotomy is performed which is fol-, 
lowed by a temporary luxation of the humeral 
epiphysis. Its articular cartilage is decorticated 
from the articular surface. After removal of the 
articular cartilage of the glenoid fossa the two de- 
nuded articular surfaces are brought into apposi- 
tion. 

In the author’s series of observed cases, an extra- 
articular arthrodesis was performed in 4 patients 
who were suffering from tuberculous osteo-arthritis 
of the shoulder after long conservative treatment. 
Mixed arthrodeses were attempted in 4 other pa- 
tients. Three of these had had poliomyelitis and 1 
had paralysis of the upper extremity following a 
basilar meningitis. The author subsequently reports 
in detail the clinical histories, diagnoses, and treat- 
ments of these patients. 

Figure 2 shows the results obtained one and one- 
half years following the operation. The extremity 
can be extended and anteposed easily to 80°. As 
can be seen, the esthetic and functional results ob- 
tained are excellent. 

The operation is especially indicated in cases of 
tuberculous osteo-arthritis of the shoulder. Other 
indications for this operation are cases in which a 
destructive process of the glenoid fossa and the hu- 
merus has occurred, cases in which osteomyelitic 
foci or lesions involve the upper third of the hu- 
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Fig. 2. One and one-half years following the interven- 
tion. The extremity can be extended and anteposed easily 
up to 80°. Excellent esthetic and functional results. 


Concerning the postoperative course of the opera- 
tion, a complete synostosis will usually take place 
in one or one and one-half years following the op- 
eration. In mixed arthrodeses a synostosis will be 
formed sooner. The esthetic and functional results 
obtained are usually excellent. 

The author concludes by stating that extra- 
articular and mixed arthrodeses as suggested by 
Putti have fully satisfied the purposes of their ap- 
plication and, therefore, should be applied more 
frequently. RicHarp E. Somma, M.D. 


Compere, E. L.: The Operative Treatment for Low 
Back Pain. J. Bone & Joint Surg., 1937, 19: 749. 


Of 2,242 patients that came to the University of 
Chicago Clinics because of low back pain 76 were 
operated upon. Definite lesions, such as spondylo- 
listhesis, spinal-cord tumors, bone tumors, tubercu- 
losis, and chronic sclerosing osteomyelitis, were 
demonstrated in 47 cases, an incidence of 3.4 per 
cent. The 29 patients who had only low-back pain 
without any roentgenographically demonstrable 
pathological changes upon whom arthrodesing oper- 
ations were performed represent an incidence of 1.3 
per cent. 

The more common operative procedures for relief 
of low back pain are lumbosacral fusion; sacro-iliac 
fusion; trisacral fusion; facetectomy; section of the 
iliotibial band; section of the piriformis muscle; and 
subperiosteal stripping of the gluteus maximus 
muscle. 

An arthrodesing operation is the procedure of 
choice. The operation itself is preceded by vigorous 
stretching and manipulation. It is further recom- 
mended that in fusing the spine care be taken that 


the normal lumbar curve be preserved. If there is a 
sciatic neuritis, the surgeon should excise the articu- 
lar facets on both sides between the fourth and fifth 
lumbar vertebrae and the fifth lumbar vertebra and 
sacrum. 

Four contra-indications to low back fusions are 
infectious or multiple arthritis; elderly or poor-risk 
patients; female patients before puberty; and pa- 
tients without definite evidence of osseous deformity 
or disease until conservative measures, including the 
Goldthwait or Williams program, manipulation and 
cast, or the Ober operation, have been given a thor- 
ough trial. Also, compensation cases should not be 
treated before financial settlement. 

A table of 14 cases is presented to emphasize the 
fact that the orthopedic surgecn must be constantly 
alert to the fact that neurological lesions or primary 
osseous neoplasms may produce symptoms of low 
back pain and sciatic neuritis, and that not all 
patients with intractable low back pain, which is not 
relieved by a conservative program, should be sub- 
jected to arthrodesing operations or to other sur- 
gical procedures. 

Indications for operative arthrodesis of the lumbo- 
sacral and sacro-iliac joints is indicated in cases of 
chronic low back pain due to spondylolisthesis; 
spondylosis or solution of the bony continuity of the 
isthmus or pars interarticularis of the neural arch 
without displacement; tuberculosis of the lumbo- 
sacral or sacro-iliac joints; localized disabling low 
back pain, with or without congenital anomalies, 
which cannot be relieved by more conservative pro- 
cedures; chronic pain following fractures or fracture- 
dislocations of the lumbosacral or sacro-iliac joints; 
and chronic sclerosing osteitis involving these joints. 

The vast majority of cases of low back pain can be 
relieved and the patient restored to functional use- 
fulness without operative interference. Correction 
of poor body mechanics by physical therapy, includ- 
ing stretching of contracted fascia or muscles, exer- 
cises, and the use of an efficient spine brace over a 
period of time, will restore the average patient to a 
reasonable degree of normalcy. 

Rosert P. Montcomery, M.D. 


FRACTURES AND DISLOCATIONS 


Lexer, E. W.: Errors in the Treatment of Fractures 
and Their Relationship to Pseudarthrosis 
(Fehler der Frakturbehandlung und ihre Beziehung 
der Pseudarthrose). 61. Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1937. 


The term pseudarthrosis is generally applied to 
the final condition of an ununited fracture. If the 
period of normal fracture-healing has elapsed, it 
becomes a delayed callus formation, which in turn 
passes into a pseudarthrosis. Of 3,270 cases of frac- 
tures seen at the clinic from 1928 to 1936, 125 had 
disturbed healing. Of these, 55 were admitted as 
definite pseudarthroses; 50 fresh fractures were op- 
erated upon because of delayed or abnormal callus 
formation. The 20 pseudarthroses occurring in the 
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clinic followed compound or comminuted fractures. 
Next to local causes, the origin of a pseudarthrosis 
may very often be traced to unfavorable immediate 
management. The deleterious effect of prolonged 
or too rigorous extension is known: absence of callus 
due to lack of muscle reaction, and sequestra at the 
site of drill holes for wires are the result. 

Further causes of pseudarthrosis are insufficient 
immobilization with disturbance of young callus, 
especially in the second half of the treatment period, 
and premature weight-bearing. Injudicious surgical 
intervention for the apposition of fractures produces 
frequent, but avoidable, non-union. For example, 
in short oblique fractures the circular wire may slip 
into the fracture space and lcad to resorption; fur- 
thermore, the nutrition of the periosteum may be 
damaged by extensive stripping of the muscle. Drill- 
ing for the placement of bone sutures retards the 
union of shaft fractures as security is uncertain and 
the bone marrow and periosteum are damaged. Steel 
bands such as Lane plates may be snapped off by 
strong muscle pull after loosening of the screws. 
However, surgery should not be delayed unneces- 
sarily in those fractures which are known to develop 
into pseudarthrosis. Prolonged immobilization and 
stiffening of the joints are thereby avoided. 

The treatment becomes more difficult in chronic 
complicated pseudarthrosis, as interference with the 
poorly nourished scarred soft parts may lead to 
severe damage of the nutrition. The author’s cases 
of delayed callus formation consistently progressed 
to bony union when bone grafting was carried out 
early. Drilling is valuable if the bone ends are 
healthy and the muscle coverings preserved. Bony 
union occurred in 15 cases. Despite the difficulties 
encountered in the bone grafting of old pseudar- 
throses, a lower thigh amputation was performed 
only once; the indication was the reactivation of a 
chronic infection with widespread skin necrosis. In 
7 cases previously infected portions of the partially 
resorbed transplants were removed. With the aid 
of fresh bone and periosteal transplants, bony union 
resulted. In all, 99 transplants were done. 

If a bone graft should fail because of chronic osteo- 
myelitis, a second transplant may still result in 
union. One series of roentgenograms revealed the 
development of pseudarthrosis following surgical in- 
tervention; another set of films showed bone necro- 
sis after surgical alignment of a child’s femur with 
metal bands which restricted bone growth. Resorp- 
tion following wiring may be avoided by using the 
new elastic Krupp wire. Jerome G. Frnper, M.D. 


Logréscino, D.: Ski Fractures of the Metacarpals 
(Fratture dei metacarpi da sci). Chir. d. organi di 
movimento, 1937, 22: 479. 


Skiing requires a number of maneuvers which are 
fairly common and characteristic and often lead to 
falls at the same point in the maneuver. As a result 
it is to be expected that similar mechanisms of 
trauma would recur often and lead to characteristic 
and comparable ligamentous and bony injuries. Cer- 
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Fig. 1. Spiral fracture of the third, fourth, and fifth 
metacarpals. 


tain types of spiral fractures of the metacarpals 
belong in this category. In this report of 12 cases, 
all of the fractures are similar in that the spiral in 
the metacarpal is directed from the ulnar toward 
the radial side as one passes distally (Fig. 1). This 
fracture is caused by a fall upon the back of the 
hand which grasps the ski pole. 

Other types of fractures also occur in skiing in 
which other mechanisms are involved, but they are 
less typical. A. Louts Rost, M.D. 


Brookes, T. P.: Fractures and Dislocations of the 
Cervical Spine. J. Am. M. Ass., 1937, 109: 6. 


The author reports on a series of 90 patients with 
dislocation of the neck, all of whom had been trans- 
ported considerable distances and very few of whom 
had adequate immobilization during transportation 
to the hospital. 

He lists three principles of first-aid preparatory to 
transportation of the patient: 

1. Movement must be reduced to a minimum. 

2. The patient should be put in the proper posi- 
tion for moving, that is, on the abdomen in injuries 
of the thoracic or lumbar vertebra, and on the back 
for injuries of the cervical spine. 

3. Immobilization must be such as to preclude 
flexion, lateral bending, and rotation of the head. 
Several good devices for immobilization are men- 
tioned but the most universally available satisfac- 
tory one is sand bags, three-fourths full and placed 
on both sides of the head and along the shoulders. 
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The pillow splint is mentioned as being acceptable. 
In any case a small firm pad must be placed under 
the midcervical region to sustain the natural cervical 
curve. 

Routine roentgenograms include one lateral and 
two anteroposterior views. One of the latter is taken 
through the open mouth to show the atlanto-axial 
relationship. In special cases stereoscopic or oblique 
views are recommended. 

The first step in the treatment is closed reduction, 
usually under general anesthesia. The Taylor tech- 
nique of immediate traction and manipulation offers 
the safest and surest method of reduction of disloca- 
tions and fractures. The Walton maneuver of retro- 
lateral flexion and extension is reserved for old, neg- 
lected cases. Following reduction, immobilization is 
obtained by a plaster cuirass; this is believed to be 
far superior to other types of treatment. Stockinet 
is applied in two pieces, a shirt from the neck to the 
waist, and a hood with anterior and posterior skirts 
to be fastened to the shirt. The shoulders, thyroid 
area, the chin, and the back of the occiput are cov- 
ered with felt. Sheet cotton is applied smoothly in a 
thin layer. To keep the weight of the cast to a mini- 
mum, plaster splints or slabs are used over the points 
of stress. The incorporation of tapes for traction 
subsequently is done only in those cases in which 
complete immediate reduction is impractical or 
impossible. 

After-care for pressure sores, trophic skin disturb- 
ances, and the patient’s morale is important. Cord 
lesions must be treated. One important fact in high 
cord injuries is the inability of the patient to cough 
and thus to clear his throat of secretions, and for this 
reason it is recommended that in such cases an aspi- 
rator be available at all times. 

Results are proportional to the accuracy of early 
reduction and the details of postreduction attention. 

Tuomas C. Douctass, M.D. 


Haguier, P.: Isolated Fracture of a Supernumerary 
Ossicle of the Tarsus, Os Peroneum. Presence 
of a Bilateral External Tibial Bone (Fracture 
isolée d’un osselet surnuméraire du tarse, os pero- 
neum. Présence d’un os tibiale externum bilatéral). 
Rev. d’orthop., 1937, 24: 356. 

Haguier reports the case of a sixty-five-year-old 
woman whose right foot was injured by the fall of a 
metal plaque. Inasmuch as the pain persisted in 
spite of treatment she was brought to the clinic 
where an examination revealed an ecchymosis on the 
dorsal aspect of the right foot corresponding to the 
original site of the injury. There was a certain de- 
gree of edema present in the region of the cuboid 


bone. On pressure, pain was elicited at the inferior 
aspect of the cuboid bone near its external border 
and along the entire course of the long peroneal 
muscle. A tentative diagnosis of fracture of the 
cuboid bone was made. 

Roentgenological examination revealed along and 
above the external border of the cuboid bone, about 
at the level of the medio-tarsal articulation, the 
presence of a supernumerary bone. Its shape was 
oval, the borders were distinct and an irregular and 
jagged T-shaped fracture was found to divide this 
abnormal bone into two fragments, a large posterior 
one of triangular shape and a small anterior one. 
The examination revealed also the presence bilater- 
ally of an external tibial bone. 

The foot was immobilized at an acute angle and 
the patient was ordered to bed for two weeks. After 
one week she began to resume her activities and 
made an uneventful recovery within two weeks fol- 
lowing admission to the hospital. 

In reviewing the literature, the author was not 
able to find any similar case reported in France. In 
Italy 6 cases have been reported, one of a forty-three- 
year-old woman and the other of a thirty-three- 
year-old man. In the first case the fracture of the os 
peroneum had been produced by a false step and in 
the second case it occurred as the result of trauma. 
Since 1906, 6 cases of similar fractures have been 
reported altogether. 

The author concludes that fracture of the pero- 
neum is exceptional. This ossicle occurs as a super- 
numerary bone in about 7 per cent of the cases. In 
the absence of a roentgenological diagnosis, the con- 
dition is usually confused with a simple contusion or 
with a sprain. 

Two types of fracture may be distinguished, (a) a 
fracture of the os peroneum associated with other 
lesions of the foot, and (b) isolated fracture of the os 
peroneum, which is more rare and interesting. 

The fracture usually occurs in the right foot, most 
commonly as the result of trauma. The mechanism 
with which this trauma is produced is the same as 
that of fractures of the sesamoid bones, i.e., by 
direct impact, by contre-coup, or by a tendinous 
avulsion from a forced movement of hyperextension. 

Clinically the condition is characterized by a local- 
ized contusion with more or less functional impair- 
ment. There is usually severe and persistent pain. 

Diagnosis can be made only by a comparative 
bilateral roentgenological examination. Treatment 
consists of immobilization, preferably in a cast and 
in varus position, for a period of from two to three 
weeks or more. If no relief is obtained the bone 
should be excised. Ricwarp E. Soma, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Theis, F. V.: Popliteal Aneurysms as a Cause of 
Peripheral Circulatory Disease: with Special 
Study of Oscillomographs as an Aid to Diag- 
nosis. Surgery, 1937, 2: 327. 

Aneurysm of the popliteal artery is a more fre- 
quent cause of circulatory disturbance than is com- 
monly recognized. Early diagnosis of the aneurysm 
is dificult and the symptoms of intermittent or 
continuous calf pains and discoloration and coldness 
of the foot may overshadow the findings in the pop- 
liteal space. The popliteal space is carefully ex- 
amined only when local complications are produced 
by the advanced stages of the aneurysm. 

During the past two years, a series of more than 
200 patients suffering with circulatory disease in- 
cluded 5 with popliteal aneurysm. In all 5 cases 
the early symptoms were those of circulatory dis- 
ease. In 3 of the 5 cases, the sac was patent and 
the oscillomographs were characteristic in confirming 
the diagnosis of aneurysm. Examination for all cir- 
culatory diseases should include temperature read- 
ings, oscillomographs, and differential tests for organic 
and spastic disease. 

Five cases are reported with illustrations of the 
oscillomographs. The features of these graphs are 
explained with the mechanics involved in the inter- 
pretations. The oscillometric index shows that in- 
creased resistance to the flow of blood due to muscu- 
lar activity or to vasoconstrictign from exposure to 
cold is accompanied by greater dilatation of the 
aneurysmal sac. 

Published reports are of little value in estimating 
the frequency of the smaller non-surgical aneurysms 
as a cause of circulatory disease. The diagnosis 
of aneurysm is usually made when the sac is large 
and serious local complications are present. Con- 
sequently almost all reports are surgical. Oscil- 
lomographs provide a means of early diagnosis of 
the smaller non-surgical, as well as of the larger 
surgical, aneurysms. 

As to etiological factors, syphilis does not play 
an important réle. When a history of the onset 
is given, forced flexion of the knee with violent 
muscle strain which increases the arterial tension 
is found to precede the initial symptoms. If the 
rupture of the two inner coats of the vessel is small, 
the aneurysm is slow in forming. 

Arteriography is not recommended. The objec- 
tions to arterial injection in the presence of an 
aneurysm should make one hesitant to use the pro- 
cedure. 

The prognosis is not serious. Before local com- 


plications occur in the popliteal space enlargement ° 


of the sac may be delayed by the avoidance of se- 
vere muscular exercise or exposure to cold. In 3 
of the 5 cases reported thrombosis of the sac as well 
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Fig. 1. Photograph of dissected popliteal space from 
amputation. Note the two aneurysms and the enlarged 
collateral arteries. 


as of the popliteal artery produced neither trophic 
disturbances nor disability. The advance in the 
treatment of circulatory diseases has improved the 
prognosis in popliteal artery obstruction. Adequate 
pre-operative preparation, selection of the time of 
operation, and postoperative management permitted 
resection of the aneurysm and artery in 3 patients, 
with return of normal function of the extremity. 
Before adequate collateral circulation is established 
the presence of infection in the extremity is a serious 
complication. The accompanying illustration was 
obtained from an operative specimen. Amputation 
was necessary because of streptococcus infection 
of the foot. 


Cruickshank, M. M.: Primary Thrombosis of the 
Axillary Vein. Edinburgh M.J., 1937, 44: 597. 


Primary thrombosis of the axillary vein was first 
described by Paget in 1875, who referred to it as 
‘gouty phlebitis.” Numerous other authors have 
reported cases since that time. It is pointed out 
that the left axillary vein is usually the one affected. 
Possible reasons for this are mentioned. The con- 
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dition occurs generally in young, robust individuals 
and it is noteworthy that it usually occurs in those 
who are engaged in some type of work to which 
they are not accustomed. Many theories are ad- 
vanced as to the etiological factors. Clinically, there 
is some pain with swelling of the shoulder and arm, 
and later some degree of cyanosis, weakness of the 
affected arm, and tingling of the fingers. 

The author describes a useful adjunct to making 
the diagnosis, i.e., the injection of Uroselectan B 
into the left median basilic vein and then taking 
a roentgenogram of the shoulder. A case is reported. 
Treatment consists in resting the arm for from two 
to three weeks in an elevated position, until the 
collateral circulation has been established. 

PavuL MERRELL, M.D. 


Mueller, A.: Thrombophlebitis and Its Ambulant 
Treatment with Compression Bandage (Die 
Thrombophlebitis und ihre Behandlung mit kom- 
primierendem Gehverband). Med. Klin., 1937, 1, 
793- 

Thrombus formation must be looked upon as a 
complex process, and the various forms must be dif- 
ferentiated theoretically and practically. The author 
first discusses the therapeutic influencing of septic 
thromboses, which are designated as true thrombo- 
phlebitis. In the absence of a general predisposition 
to thrombosis, they possess a more localized and in- 
flammatory character. The frequently advancing 
inflammatory disease of the vessel wall, in addition 
to toxic injury of the blood and changes in the cir- 
culatory rate, causes a tendency toward thrombus 
formation which rarely leads to embolism because of 
the inflammatory fixation of the thrombus. The site 
of the thrombophlebitis is usually the long saphenous 
vein. The causal genesis of thrombophlebitis is dis- 
cussed in greater detail. For the development of 
thrombophlebitis, slowing of the blood stream from 
long recumbency and poor circulation plays an im- 
portant réle. Endothelial changes, especially in in- 
fectious processes, are also of significance. 








In practice, the clinical pictures of inflammatory 
and spontaneous thromboses are difficult to dif- 
ferentiate from one another. There are indefinite 
gradations between spontaneous distant thrombosis 
and thrombophlebitis. In the latter, there is always 
fever and frequently edema; but these may also 
occur in the remote thromboses. Spontaneous throm- 
boses usually appear postoperatively; but thrombo- 
phlebitis may occasionally also occur at such time. 

The compression bandage is recommended as the 
treatment of choice. Only by mobilization therapy 
can the blood flow be improved and the danger of 
spontaneous distant thrombosis and pulmonary em- 
bolism be reduced. In contrast to the lax supportive 
bandage, the compression bandage may also be used 
in the treatment of the deep venous thromboses of 
the leg. The results of treatment in 85 cases of deep 
thrombosis are briefly discussed. After applying the 
compression bandage the patients usually get up 
within a few days. Within from ten to fourteen days 
there is a complete disappearance of all symptoms 
and complaints in most cases. There were no pul- 
monary infarcts, but 2 fatal embolisms occurred 
which were ascribed to spontaneous distant throm- 
boses that developed in spite of the compressive 
bandage. The author gives a detailed description of 
these two cases. 

Inasmuch as the compressive treatment reduced 
the mortality from embolism from 15 to 2.3 per 
cent, it is considered much superior to conservative 
management by elevation and immobilization. The 
author considers the latter method technically incor- 
rect. As after-treatment, the wearing of elastoplast 
and, later, of elastic bandages is recommended. In 
many cases, the application of the compression 
bandage at the beginning of phlebitis has yielded 
excellent prophylactic results. This is true also in 
superficial thromboses, in which an elastoplast band- 
age often suffices. The varicose syndrome and leg 
ulcers are further important indications for the 
compression bandage. 

(HAAGEN). LEO M. ZimMERMAN, M.D. 




















OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Galtier, M.: Free Full-Thickness Skin Grafts 
(Greffes de peau totale libres). J. de chir., 1937, 
50: 322. 

The advantages and disadvantages of free full- 
thickness grafts are well known. The author de- 
scribes a technique which he has used for two years 
and which permits him to use grafts as large as 100 
sq. cm., place them on any region of the body, and 
obtain ‘‘takes” in 100 per cent of his cases. For thick 
grafts he uses skin from the flank or abdomen; for 
thin grafts the skin is taken from the inner side of the 
arm, the clavicular region, or the thigh. The best 
bed on which to place it is a fresh surgical wound, not 
an aponeurotic or fascial layer, but one which has 
some fat or subcutaneous tissue. Except in children 
local anesthesia with the addition of adrenalin is 
used, which helps reduce the bleeding and necessity 
for tying many bleeding points. It is followed by a 
postanesthetic vasodilatation which is desirable. The 
area to be grafted should preferably be rounded or 
rectangular with rounded corners. After excision of 
the scar or other lesion, the entire skin edge is under- 
mined for a distance of about 3 mm. A hot adrenalin 
tampon is then placed on the raw surface to complete 
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Fig. 1. The compress in place. The two threads are 


knotted at their upper ends. Traction strong enough to 
cause a crease in the dressing is made. The two lower ends 
are then tied under tension across the compress at its 
lower end. 
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The graft in place with the points of support and 


Fig. 2. 
the peripheral suture completed. Two threads have been 
passed in a single loop under the skin, 4 cm. from the 
edges. Their length beneath the skin is equal to the length 
of the edges of the graft. 


the hemostatis while the graft is cut. The latter 
should be exactly the size and shape of the area to 
be covered. It should be outlined by an incision per- 
pendicular to the surface, and in its dissection only 
the thickness of the true skin should be removed and 
all fat and subcutaneous tissue carefully left behind. 

When placed on the area to be covered it appears 
to be too small on account of contraction, but when 
anchored by interrupted fixation sutures it readily 
fills the area. The graft is then accurately fixed by a 
continuous lock stitch of fine silk, No. 000, placed 
with semi-curved cutting edge steel needles such as 
are used in ocular surgery. This suture is started at 
one angle and carried half way around. A second 
suture is then begun at the original starting place and 
carried around the other half to complete the circuit. 
The chief innovation described is the method of apply- 
ing the compression dressing. This consists of gauze 
with a central leaf of cotton or cellulose rolled into a 
flattened compress. Various sizes are prepared in 
advance and the one selected should be large enough 
to completely cover and slightly overlap the graft. 
Instead of bandaging it against the graft, the com- 
pression is obtained by holding this dressing by two 
deeply placed sutures. With a Reverdin needle two 
sutures are passed beneath the skin along the two 
longest edges of the graft for its entire length, 1 cm. 


94 INTERNATIONAL ABSTRACT OF SURGERY 


beyond the suture line (Figure 1). This dressing is 
then laid on the graft. 

Two ends of the deep sutures are now tied across 
it at one end. Traction is then made on the two free 
ends until the proper tension is obtained, and then 
these are tied across the compress so that they pull 
it firmly and evenly against the graft (Figure 2). 
This method brings the graft in firm contact with 
the underlying tissue without undue pressure on the 
deep blood supply, or as the author expresses it, the 
graft is compressed against the dressing, not the 
dressing against the graft. The wound from which 
the graft was cut is now undermined and closed by 
sutures which are removed not earlier than the 
fifteenth day. The graft is dressed for the first time 
on the twelfth day by cutting the threads holding 
the compress. Although the graft may be uniformly 
ecchymotic, at times with blisters filled with blood, 
and may look gangrenous, it should not be dis- 
turbed or any part cut away as the deep layers are 
vascularized and the surface should be left as a pro- 
tective layer until regeneration of the epidermis 
occurs. The graft is therefore covered with a layer of 
peroxide of zinc until the eighteenth day when the 
sutures are removed. No dressing is then applied, 
but the surface is insufflated with an inert powder 
of zinc peroxide. It is necessary to follow the direc- 
tions regarding the dressings very accurately to 
obtain good results. Photographs of cases before and 
after grafting are included in the article. 

M. M. ZINNINGER, M.D. 


Ribeiro, F. E., and Belfort, D.: The Hydration of 
Surgical Patients by Continuous Venoclysis (A 
hydratacao dos operados: venoclyse continua). Rev. 
de cirurg. de S. Paulo, 1937, 3: 59. 


The author points out the disadvantages of admin- 
istering water to dehydrated patients by mouth, 
duodenum, rectum, and hypodermically. He advo- 
cates supplying patients who have been operated 
upon with water by continuous intravenous injec- 
tion. This method was first used by Matas of New 
Orleans and Hendon of Louisville and called “intra- 
venous drop injection.” The fluid is not really given 
drop by drop but in a fine continuous current, regu- 
lated by an attachment fixed between the reservoir 
and the patient’s vein. The author therefore prefers 
the name of “‘continuous venoclysis.”’ 

The apparatus used is very simple. It is illus- 
trated. It consists of a reservoir for holding the fluid, 
a rubber tube, the attachment for regulating the 
flow, and the needle for injection into the vein. 

Not only can the patient be supplied with the nec- 
essary amount of fluid by this method, but any de- 
sired medicines may be administered in the fluid, 
such as heart tonics, sera, vaccines, barbiturates, and 
acridin derivatives. The solution ordinarily used is a 
physiological salt solution, of which as much as from 
2,000 to 4,000 c.cm. may be given in twenty-four 
hours. Needless to say, the solution must be per- 
fectly sterilized. If the osmotic balance of the tissues 
is upset by giving too much salt it may cause edema. 


The edema in these cases is caused by the excess of 
salt and not by the liquid. In cases with edema the 
salt solution should be suspended and a 5 per cent 
dextrose solution given. This brings about rapid 
disappearance of the edema. In addition to combat- 
ing acidosis, glucose solution given in this way is an 
excellent source of energy. The dextrose should be 
given in 5 per cent isotonic solution or a hypertonic 
Io per cent solution in physiological salt solution. 
Unless there are special indications this concentra- 
tion should never be exceeded. Not more than from 
4 to 5 c.cm. should be given per minute to avoid spe- 
cial stimulation of the pancreas with an exaggerated 
production of insulin. Hendon says that an individ- 
ual weighing 68 kgm. can easily support 0.9 kgm. 
of glucose in twenty-four hours. The appearance 
of glucose in the urine shows that the limit of 
tolerance has been passed. 

Ringer’s solution may be used alone or as a vehicle 
for glucose. The amount of liquid to be injected in 
twenty-four hours depends on the degree of dehydra- 
tion. The duration of the venoclysis also depends on 
the patient’s needs. In the authors’ cases the maxi- 
mum time was four days but cases have been re- 
ported in which it was kept up for ten or even twenty 
days without injury. When the urine eliminated in 
twenty-four hours reaches normal the patient is 
sufficiently hydrated. The volume of the urine shows 
the water balance of the tissues very well. 

When properly given there is no danger in venocly- 
sis. Harm may be done by giving a too large amount 
of fluid, but if the warning signs are heeded there is 
no necessity for this. If the cannula is left in place 
too long it may cause thrombophlebitis. If the veno- 
clysis is to be kept up for a very long time the au- 
thors recommend changing the vein. 

AuprREY Goss Morcan, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Padgett, E. C.: Care of the Severely Burned, with 
Special Reference to Skin Grafting. Arch. 
Surg., 1937, 35: 64. 

Of a series of 514 skin grafts transplanted at 361 
separate operations on 257 different persons, 299 
were transplanted at 193 separate operations on 144 
persons to alleviate a burn. To exemplify the prob- 
lems encountered in the care of a severe burn in the 
early, the intermediate, and the late stage, a series 
of 144 burned persons was found to present the neces- 
sary situations. 

In the care of the severely burned greater emphasis 
should be focused early on alleviation of the profound 
systemic disturbance than is placed on the care of the 
local lesion. The recognition of the depth and the 
area of complete epithelial destruction is an essential 
point to be grasped if one is to understand the prin- 
ciples of re-epidermization and the basic cause of 
contractural deformity. Early resurfacing after a 
large complete loss of skin should always be the goal 
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of the efficient surgeon because of the decrease in the 
period of convalescence, its economic potentialities 
and the prevention of contractures with the func- 
tional incapacitation which accompanies them. Pro- 
vided the general condition of the patient is good, the 
success in growing thin skin grafts on a granulating 
surface is directly proportional to the general clean- 
liness of the surface. In an anemic person the chance 
of a good ‘‘take” on a surface of granulation tissue 
is decreased. 

In the successful grafting of skin dependence on 
simple fundamental principles and methods, in con- 
tradistinction to a special type of graft with or with- 
out a ‘‘far-fetched” method of placement, punctur- 
ing, or dressing, is important. In the correction of 
cicatricial defects after complete healing has oc- 
curred, the decision whether to use a thin graft or a 
full thickness graft depends on a careful balancing of 
the characteristics of the two grafts, the main object 
to be attained in a given region, and the relative risk 
of failure to get a good ‘‘take.”” Sometimes the dis- 
ability entailed in the removal of the graft and the 
length of the period of postoperative dressing also 
become factors to be considered. After observing a 
series of 50 experimental homotransplants in man, 
the conclusion was reached that isodermal grafting 
is not a practicable procedure unless an identical twin 
is available. STANLEY J. SEEGER, M.D. 


Uzac, J.: Accidents Caused by Electricity (Acci- 
dents produits par l’électricité). Presse méd., Par., 
1937, 45: 836. 

This study of electrical burns is based upon the 
records for a fifteen-year period of a railway system. 

There are two general types of local lesion, namely, 
burns due to an accidently produced arc, and burns 
resulting from the passage of a current through the 
tissues. In the first instance the injury is caused di- 
rectly by the incandescent gases between the conduc- 
tors. In the second the tissues are heated by the pas- 
sage of the current through them, which is called the 
Joule effect. It is only the latter type of injury that 
is specifically related to electrical action. Such le- 
sions are deep and more extensive than the initial as- 
pect of the tissues indicates. The structures that 
suffer the most are those offering the greatest resist- 
ance to the current, that is to say, the skin and ten- 
dons. Extensive aseptic sloughing often occurs and, 
with healing, tendons become involved in a solid block 
of scar tissue. Severe grades of disability are the re- 
sult. With extremely high voltages an entire extrem- 
ity may be carbonized or, as in one case cited, the 
entire body. 

The general effects of electrocution vary from syn- 
cope to sudden death. The conditions realizing these 
effects are a large surface of contact and the passage 
of the current through vital regions of the body. 
The conditions approximate those of legal execution. 
When death occurs, the autopsy findings are essen- 
tially those of asphyxia. Recovery may be accompa- 
nied by signs of intense visceral congestion, such as 
hematemesis, hemoptysis, and hematuria. Electro- 


cution is generally accompanied by severe local le- 
sions. However, even fatal cases occur in which a 
local lesion is absent. These are due to low resist- 
ance at the point of contact, caused by moisture. 
The authors observed one non-fatal case involving 
the head in which bilateral cataracts developed 
within a period of two months. 

The authors discuss the usual methods employed 
in industry for the prevention and treatment of elec- 
trical accidents, including instruction of the person- 
nel in the performance of artificial respiration. 

ALBERT F, De Groat, M.D. 


Reid, M. R.: The Study of Wound Healing. Ann. 
Surg., 1937, 105: 982. 

The problem of wound healing is considered by 
many physicians as one of asepsis and antisepsis. 
However, there are other factors of basic importance 
in wound healing than bacteria. Reid re-emphasizes 
the clinical observations of earlier surgeons which 
are valid today. 

Healthy tissue per se can inhibit and overcome 
bacterial contamination. Necrotic tissue and foreign 
débris impair the natural course of wound repair. 
This is best illustrated by the classic experiment of 
two aseptic wounds in one of which an excess of 
suture and strangulation of tissue is made; and in 
the second, traumatism and foreign material is re- 
stricted to a minimum. 

Rest of the affected part is an important adjuvant 
in wound healing. This fact has been demonstrated 
in two animals, each one of which had a deep wound 
in one of the extremities. One animal was forced to 
exercise the affected limb by daily walks on a tread- 
mill; whereas the extremity of the second animal 
was immobilized by a plaster cast. The wound in 
the latter healed more firmly and more rapidly than 
that in the first animal. 

The maintenance of an efficient blood supply is 
essential to proper wound healing. This is best 
noted in older people with leg ulcers affected by 
peripheral vascular disease. Clinical emphasis must 
be directed to an improvement of the blood supply 
by rest, rather than the special antiseptic agent used 
locally over the ulcer. 

Granulation tissue in wounds is an important 
asset of the repair process. It represents a barrier 
against bacterial invasion and toxin absorption. It 
is to be treated as a healing and protective agent 
rather than something undesirable, only to be cut 
away. Billroth has shown that in a granulating 
wound daily dressing with a putrid fluid has no seri- 
ous or systemic effect ; whereas a fresh wound dressed 
with the same putrid fluid gave a local inflammatory 
reaction and a toxic systemic effect. The physician 
who uses antiseptic agents for the wound must 
always bear in mind that these germicides have not 
only a destructive action on bacteria, but also affect 
living tissue in the same manner. The author be- 
lieves that ‘‘all known forms of antiseptic drugs or 
cauterizations do more harm than good” in fresh 
wounds BENJAMIN G. P. SHAFIROFF, M.D. 
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Maes, U.: Infections of the Dangerous Areas of the 
Face. Ann. Surg., 1937, 1006: 1. 

The dangerous area of the face is the triangle which 
extends roughly from the angles of the mouth to the 
bridge of the nose, and it is dangerous for anatomical 
and physiological reasons. These reasons include the 
thinness of the skin, its constant exposure to trauma, 
its rich vascular supply, which provides a direct 
pathway from the surface to the interior of the cra- 
nium, the predominance in this area of connective 
tissue, which adapts itself poorly to infection, and 
the constant motion of the lips, which militates 
against any localization of the infection. 

Most important is the factor of trauma which is 
present in go per cent of all the cases, and is intro- 
duced by the patient or physician, or both. 

The infecting agent is usually the staphylococcus. 
The spread is by way of the subcutaneous plexus and 
the angular and ophthalmic veins. The condition 
begins as a carbuncle or simple boil. When the factor 
of trauma is introduced, stagnant blood is provided 
as a rich culture medium for bacteria, the integrity 
of the protective leucocyte wall is destroyed, the in- 
fection spreads rapidly by way of the rich vascular 
supply, and the steps of the pathological process in- 
clude thrombophlebitis, thrombosis of the cavernous 
sinus, massive blood-stream infection, meningitis, 
and metastatic abscesses. 

The brief course of the disease is characteristic. 
It begins with a mild local discomfort, followed 
shortly by extensive swelling, edema, and induration 
of the adjacent tissues. The symptoms and signs 
after this stage include severe pain, chills, fever, 
delirium or coma, and prompt death. The diagnosis 
is obvious from the history and physical signs. 

The condition is universally mistreated. All types 
of local and intravenous therapy have been advised, 
but the general opinion now is that conservative 
measures, chiefly absolute rest of the parts, warm 
compresses, and supportive measures, give the best 
results, while surgical incision gives the worst. Liga- 
tion of the angular vein is theoretically correct, but 
of little practical value, and a few successful opera- 
tions have been reported for drainage of the affected 
cavernous sinuses. 

Twenty fatal cases of infections of the dangerous 
area of the face are reported, to which are added 24 
fatal cases of infection of other areas of the face, not 
usually included in the dangerous area. 

SAMUEL Kaun, M.D. 


Snodgrass, W. R., and Anderson, T.: Prontosil in 
the Treatment of Erysipelas. Brit. M.J., 1937, 
S$: 20T. 


Aseries of 312 cases of erysipelas was treated under 
controlled conditions with (a) ultraviolet light, 
(b) prontosil, (c) ultraviolet light and prontosil, or 
(d) scarlet-fever antitoxin. 

There was an even distribution of the individual 
cases in the treatment groups in respect to factors 
known to influence the course of the disease, such as 
the duration of the disease before admission to the 


hospital, the age of the patient, the severity of the 
infection, and associated diseases. 

The average dosage of prontosil was 5 gm., and 
the average duration of prontosil treatment was two 
days. Treatment was given during the acute stages 
only, and was not maintained after the subsidence 
of the local lesion and the cessation of fever and 
toxemia. 

The cumulative evidence indicates that those 
cases which received prontosil treatment showed 
better results with regard to the duration of the 
spread of the local lesion, the duration of the pri- 
mary pyrexia, and the duration of the toxemia. 

SAMUEL Kaun, M.D. 


Ramon, G., Bocage, A., Boivin, A., Mercier, P., and 
Others: Collected Results of Specific Antitoxin 
Therapy of Staphylococcus Infections (Résul- 
tats d’ensemble de l’anatoxithérapie spécifique des 
affections staphylococciques). Presse méd., Par., 
1937, 45: 889. 

The authors refer to a previous publication of 
theirs in Presse méd., Par. of July, 1935, in which 
they describe their first results with specific antitoxin 
in the treatment of staphylococcic infections. In 
that article they describe their methods in detail and 
give a bibliography. In a second report in Presse 
méd., Par. of February, 1936, they gave the results in 
300 cases of their own plus 200 cases treated by col- 
leagues to whom they supplied the antitoxin. Since 
February, 1936, they have accumulated 400 addi- 
tional cases which are here reported, together with 
reports from the world literature. In their own cases 
the method has been as follows: 

A subcutaneous injection of 1/10 cu. cm. is made 
as a test for sensitivity. Then at intervals of from 
five days to a week increasing doses of antitoxin were 
injected under the skin, 14 c.cm., % c.cm., 1 ¢.cm., 
and 2 c.cm.; the last amount was repeated from one 
to several times. Their list of cases includes such 
conditions as acute and chronic furunculosis, acne, 
sycosis, ecthyma, sweat-gland infection, and car- 
buncle. Of the 400 cases, 287 or 71 per cent were 
cured, 56 or 14 per cent were benefited, and 57 or 14 
per cent recurred or failed, although some of the lat- 
ter group were cured by further treatment. The au- 
thors conclude that these new cases confirm their 
previous view concerning the efficacy of this method. 

Following their earlier reports other men began 
using the method and the following reports were 
found in the literature. Tzauck and his collaborators 
report 56 cases of cutaneous affections with three 
failures. Clément Simon reports that ‘‘staphylo- 
coccic antitoxin is the best medicament which we 
now have against staphylococcic disease.” Debré 
and his associates after a careful study of cases state 
that the results ‘‘are, on the whole, very favorable, 
and show themselves certainly superior to those of 
any other therapeutic method.” Other reports of 
smaller groups of cases principally of cutaneous in- 
fections are given, all very enthusiastic. The success- 
ful use of the method in acute and chronic osteomye- 





SURGICAL TECHNIQUE 97 


litis, in staphylococcic septicemia, and in empyema 
have also been reported although in these types of 
lesions the response has not been as striking as in the 
cutaneous lesions. 

From the French colonies, Riou and Bigot using 
antitoxin report from Tonkin that in 126 cases the 
results have been brilliant, and conclude ‘that in 
Tonkin, as in Europe, the antitoxin therapy consti- 
tutes the therapeutic method of choice in staphylo- 
coccic infections.’’ From the Belgian Congo, Coulon 
reports 15 cases cured by antitoxin, with two recur- 
rences which yielded to further treatment. 

From Belgium, early reports on cases treated by 
small doses were not satisfactory, but after changing 
to a technique similar to the authors’ and using 
larger doses, Nélis and Van Mechelen report on 65 
cases with cure in 57 (88 per cent), improvement of 
the condition in 6 (9 per cent), and failure in 2 
(3 per cent). 

From Czechoslovakia, 
results. 

From Italy, Carmineti reports 30 cases of abscess 
with 27 cures. 

From England, Whitby using toxoid reports only 
mediocre results. Other reports from London show 
from mediocre to poor results. Likewise, Buchman 
in the United States using polyvalent toxoid reports 
poor results, as do several other American and Cana- 
dian authors. 

Ramon and his collaborators believe that the poor 
results reported from America and England are due 
to the fact that the titre of the antitoxin was too low 
and the dosages too small, and that the good results 
reported from France, the French colonies, Belgium, 
and other European countries are due to better ma- 
terial used in larger doses. They predict that still 
better products can be made and that as this is done 
the results will improve further. 

M. M. ZINNINGER, M.D. 


Klepetar reports good 


Naulleau and Nedelec: Acute Streptococcal Myo- 
sitis of the Pectoral Muscles and of the Latis- 
simus Dorsi. Three Interventions and Delayed 
Healing in Three Months (Myosite aigué strepto- 
coccique des muscles pectoraux et grand dorsal. Trois 
interventions. Guérison tardive au bout de trois 
mois). Mém.l’Acad. de chir., Par., 1937, 63: 857. 


In a previous article Naulleau and Nedelec re- 
ported three cases of acute pneumococcal myositis 
localized in the temporal muscle. 

This case refers to a fourteen-year-old boy whose 
illness had been diagnosed as a polymyositis of the 
pectoral and scapular region. This led to an acute 
streptococcal septicemia. 

When seen at the hospital the patient complained 
of severe pain in the left scapular and mammary 
regions. Under general balsoform anesthesia, a 
submammary incision was made and the pectoralis 
major muscle was exposed. There were found puru- 
lent intramuscular foci, and a large amount of pus 
was drained from the under surface of the pectoralis 
major muscle. The muscle itself was found to be 


thickened, edematous, and of a deep purple color. 
Inasmuch as no relief was obtained and the fever 
and pain persisted, antistreptococcic serotherapy 
was instituted but with little success. The tumefac- 
tion in the left dorsolumbar region persisted and 
fluctuation was present. 

A second surgical intervention was attempted and 
the pectoralis minor muscle was found to be prac- 
tically destroyed by the suppurative process. On 
exposure of the latissimus dorsi muscle a large num- 
ber of small purulent foci were found. The individual 
muscle fibers of this muscle appeared dark red and 
edematous. The suppuration, however, did not ex- 
tend beyond the limits of this muscle. 

Histological examination of a fragment of muscle 
tissue revealed an acute inflammatory process with 
dissociation of the individual muscle fibers which 
were in part atrophied and in part replaced by a 
fibrillar tissue more or less infiltrated with leucocytes. 

Inasmuch as the patient's condition grew worse 
because of a complicating hemorrhage and as the 
drainage was profuse, a third surgical intervention 
was attempted. During this operation the second, 
third, and fourth chondrosternal articulations were 
found to have undergone suppuration and there was 
a pathological dislocation of the corresponding costal 
cartilages. Following curettement of the foci and 
the introduction of iodoform drains, the patient 
made a slow but uneventful recovery. 

In all probability the infection had taken its origin 
from an infected toe. The pathogenetic agent was 
the streptococcus. This type of infection is consid- 
ered to be rare and its prognosis is especially un- 
favorable. 

The course of the infection was characterized 
chiefly by a rapid onset, a severe reaction with sup- 
puration of several muscles, and a long drawn-out 
course complicated by the suppuration of the chon- 
drosternal joints and by secondary hemorrhage. 

In discussing the treatment of this case, the author 
states that he was especially disappointed because 
of the poor results obtained from drainage. In gen- 
eral, the course of the process was slow, extending 
over a period of more than three months in spite of 
all therapeutic measures. 

The question arises whether in similar cases rad- 
ical resection of the involved muscles would yield 
better results. Although it is true that radical re- 
section is the method of choice in these cases, this 
procedure would have been detrimental in this case. 

RIcHARD E. Somma, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Masmonteil, F.: A Surgical Block of Sterilizable 
Operating Cubicles (Bloc chirurgical 4 cellules 
opératoires stérilisables). Rev. de chir., Paris, 1937, 
56: 428. 


Masmonteil states that need for operating cubicles, 


the air of which can be sterilized, is being recognized 
more and more widely. He describes a block of 
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Fig. 1. Plan of the operating pavilion, or block. 


operating rooms now in operation. The block con- 
sists of two operating cubicles, each with its smaller 
cubicle for administering anesthesia. There is a 
vestibule, extending the length of the entire block. 
The patient is taken to the anesthetic room and from 
there to the operating cubicle; the surgeon enters the 
room at one side of the vestibule, where he changes 
his street clothes, and then goes to the lavatory, 
where he sterilizes his hands and puts on his operat- 
ing mask and gown. The doors between the lavatory, 
the anesthesia room and the operating room are slid- 
ing doors. In the lavatory the surgeon and his aides 
who are to enter the operating room are irradiated 
with ultraviolet light rays, from 350 to 400u wave 
length; and the patient is irradiated with the same 


light in the anesthesia cubicle. The anesthesia cubi 
cles are painted in blue and lighted with blue light; 
in these cubicles the nurses prepare the patient for 
operation and arrange the instruments for the sur- 
geon’s use so that they do not enter the operating 
cubicle; only the anesthetist enters this cubicle with 
the patient. The operating cubicles are 6 by 4.5; 
meters and 2.5 meters high at the center, and 2.25 
meters high at the periphery. This gives sufficient 
cubic capacity of air for five persons for an hour; most 
operations last for a shorter period, and the air is 
renewed after each operation by means of the venti 
lators. In the few operations that last longer than 
an hour, filtered air is admitted through the ventila- 
tors to give a constant supply of fresh air. The ven- 
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tilators are so arranged that this can be done with- 
out producing any current of air around the operat- 
ing table. The air is filtered and conditioned in an 
apparatus within the surgical block but outside of 
the operating cubicle. The operating cubicles are 
oval in shape, as this improves the circulation of the 
air and facilitates cleaning. 

The floor of the operating cubicle is of large slabs 
of stone, separated by joints 1 cm. wide which can 
be cleaned easily. The walls are double, with a space 
between the two parts containing radiators; the ex- 
terior part of this double wall is constructed of an 
insulating material; the interior part is duralumin, 
tinted electrically. The ceiling is of glass supported 
by metal. A circle of lights is in the ceiling, the rays 
of which are directed over the operating table by a 
concentrating prism; this gives the optimum degree 
of light without dazzling. To this lighting system is 
added an ultraviolet and an infra-red light. The 
former, with wave lengths of from 350 to 4oow is used 
for irradiation of tuberculous peritonitis and for its 
general antiseptic effect in septic operations; the 
latter, for its effectiveness in reducing shock, as 
recommended by a number of surgeons in recent 
years. 

The apparatus for the sterilization of dressings 
and instruments is also included in this block. The 


walls of the surgeon’s lavatory are largely of glass, so 
that he can observe the process of sterilization, and 
can also watch the preparation of the patient in the 
anesthesia cubicle. There is also a small laboratory 
in the block, where specimens can be examined dur- 
ing the operation, and the sections prepared for later 
study. At one side of the vestibule is a room for 
endoscopic examinations and the reduction of frac- 
tures under roentgenological control, from which 
the light can be shut off; there is a separate lavatory 
connected with this room. At the other side of the 
vestibule there is a room for the reception of the 
patient after operation, where he is under the care 
of surgical nurses until he regains consciousness. 

The operating cubicles are cleaned and sterilized 
by the introduction of steam, which is condensed 
and removed so that there is no collection of fluid 
on the walls; and the air is renewed after each opera- 
tion. After this procedure when the room was ready 
for operating, Petri dishes placed in various portions 
of the room have proved to be sterile, as no bacteria 
of any kind was obtained on cultures. 

Measurements of the temperature and the humid- 
ity when the room was prepared for operation show 
the former to be 23.5° C., and the latter 48 per cent, 
which are regarded as conditions of ‘‘maximum 
comfort.” Atice M. MEYERS. 
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ROENTGENOLOGY 


Fray, W. W.: The Effect of Position on the Pro- 
duction of Cyst-Like Shadows About the 
Shoulder Joint. Radiology, 1937, 28: 673. 


The shoulder joint, being of the universal type, dis- 
plays a wide range of motion in all three planes of 
space. The radiographic appearance will vary con- 
siderably with the position of the arm. The author 
studied these variations by taking a series of eight- 
een films of a normal shoulder through the full range 
of flexion and extension, abduction and adduction, 
and internal and external rotation. Unusual posi- 
tions were found to produce confusing shadows. A 
combination of internal rotation and forward flexion 
of the arm produces cyst-like shadows at the upper 
end of the humerus because the face of the head is 
thrown downward toward the film (Figures 1 and 3). 

For a routine study of the shoulder the author sug- 
gests an anteroposterior film with the arm placed in 
the anatomical position with the palm of the hand 
forward or in supination. This position avoids the 
production of confusing shadows and defines the 
bony structures with clarity except for the lesser 
tuberosity (Figure 2). The author describes various 
positions which may be used to show the lesser tuber- 
osity, scapula, and outer clavicle to best advantage. 
When the tube is focused 4 in. above the shoulder 
joint the head is thrown below the acromion process 
so that the joint is seen clearly, but when the tube is 
focused 4 in. below the joint the acromioclavicular 


joint will be outlined exceptionally well. 
Ear E, Bartu, M.D. 


Fig. 1. Anatomical basis for appearance of roentgenolog- 
ical shadows produced by combined movement of flexion and 
internal rotation. (Left) Humerus oriented at 45° forward 
flexion and go° internal rotation. Note that the plane of 
the epiphyseal line (indicated by black line) lies parallel 
to the firm surface (indicated by white line). The head 
looks directly downward toward the film. (Right) A radio- 
graph obtained with the central ray as shown by arrow. 
The articular margins of the head are cast upon the film as 
a circular shadow, the margins simulating the walls of a 
cyst. The epiphyseal line is absent. The margins of the 
greater and lesser tuberosity are superimposed upon those 
of the head to permit further confusion. This position of the 
arm is obtained whenever the arm is strapped across the 
chest in a Velpeau bandage. 


Fig. 2. Anatomical position of the shoulder. The greater 
tuberosity is brought into full salience along the outer as 
pect of the upper humerus. The lesser tuberosity is seen 
distinctly, due to its position on anterior aspect of the bone. 
The articular convexity faces upward and medially. The 
epiphyseal line forms an acute angle of 55—60° with the 
long axis of the shaft. 


Fig. 3. Effects of forward flexion (45°) and internal ro- 
tation (go°). The margins of upper humerus outline a cyst- 
like shadow. The inferior border of this shadow is due to 
lower articular margin of the head, its circular contour 
being distorted by the superimposed shadows of the out- 
ward flaring of the cortex of the greater tuberosity. In- 
ternal rotation and forward flexion alone are incapable of 
producing the typical shadow of a cyst, while the combined 
movement will produce such a shadow with great regularity. 
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Case, J. T.: A Comparison of Methods of Roentgen 
Examination of the Colon. J. Am. M. Ass., 1937, 
108: 2028. 

In this article the author has evaluated the variouS 
methods of roentgen examination of the colon. 
The examination should include both the opaque 
meal and a contrast enema with appropriate screen 
and film observations. The opaque or double con- 
trast enema should be administered by the physician 
himself under screen control. Roentgenoscopy is 
greatly facilitated by the use of a fluororadiographic 
switch, such as that devised by the author, which 
permits the making of appropriate films under 
fluoroscopic control. If an obstructing colonic lesion 
is suspected, it is advisable to begin the study with 
an opaque enema. Umbrathor can be given orally 
in this type of case with safety. 

The overlapping of the shadows of the rectum, 
sigmoid, and cecum frequently interferes with 
adequate study of the colon. Turning the patient 
into the oblique positions will, in most instances, 
bring these structures into profile and permit the 
making of adequate films under fluoroscopic control. 
The value of a study of the colon by films and the 
screen after expulsion of the opaque material is 
emphasized. This may reveal a localized enlarge- 
ment of the bowel due to a bulging intraluminal 
tumor which has been hidden by the dense opaque 
material. Although the double contrast study is a 
time-consuming procedure and is probably not in- 
dicated as a routine practice in all cases, it is a very 
valuable method. By this method polypi and other 
lesions may often be visualized satisfactorily when 
other methods have failed. Care must be taken in 
the diagnosis of polypi as small gas bubbles in the 
third row of haustra or retained scybala may pro- 
duce a similar appearance. It is often necessary to 
repeat the examination and note the persistence of 
these shadows. 

It is apparent that no one method should be 
adopted as a fixed procedure in the examination of 
the colon. Each case should be considered a new 
problem and the method used which will best demon- 
strate the lesion or rule out pathology. 

Earv E. Barts, M.D. 


RADIUM 


Parsons, C. G.: Radium in the Treatment of 
Leukemia. Brit. J. Radiol., 1937, 10: 573. 
Irradiation in the treatment of chronic leukemia 
admittedly is the most effective means of relieving 
the patient’s symptoms, reducing the size of the 
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spleen or glands, producing an improvement in the 
blood picture, and, by restoring a sense of physical 
fitness, increasing the working ability. Both roent- 
gen rays and radium have been used to bring about 
these results, but there is no unanimity of opinion 
as to which of these agents is preferable, or whether 
there is a preference. In England there have been 
comparatively few detailed reports of radium ther- 
apy in the treatment of leukemia, and it is this scan- 
tiness of the literature which induced the author to 
record the findings in 16 cases of this nature treated 
in this manner. 

Mention is made of the methods of application 
used by various other workers, and his own is 
described in detail. It consisted essentially of plac- 
ing heavily filtered radium applicators over the 
splenic area for six hours over a period from a week 
to ten days, and giving doses varied according to the 
individual needs and controlled by daily blood counts. 
Exposure is stopped when the white-cell count 
reaches a total of 20,000 or 30,000, the amount de- 
pending on the rapidity of the fall of the leucocytes. 
Patients attend the hospital for a course of treat- 
ment, usually once a year, coming in whenever 
symptoms or blood counts suggest the onset of a 
relapse. Pure splenic irradiation is advocated be- 
cause it is effective, simple, and offers as good a prog- 
nosis as other methods, according to available 
statistics. 

Blood changes resulting from irradiation are dis- 
cussed in a general way in cases with normal blood 
and also in those of chronic lymphatic and chronic 
myeloid leukemia. Changes noted in connection with 
1 case of each of these varieties of leukemia in the 
author’s series are tabulated in detail, and comments 
are made as to the relationship of the various changes 
to the irradiation. The case histories of all of the 16 
cases are cited briefly. The results obtained are dis- 
cussed at some length, as are also the selection of 
cases. Some of the factors suggested contra-indica- 
tions to irradiation or discontinuance of same. The 
question of prognosis with special reference to the 
deductions made from the blood findings is also 
discussed. An attempt is made to evaluate the 
relative merits of radium and roentgen rays, and al- 
though the author makes no claim for real superior- 
ity of one over the other, he favors radium because 
the treatments, being less frequent, are preferred by 
the patients; unpleasant and dangerous reactions are 
both less severe and less constant; and this form of 
therapy is quite as effective in the relief of the symp- 
toms as roentgen-irradiation. 

ApotpH Hartunec, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Harkins, H. N., and Roome, N. W.: Concealed 
Hemorrhage into Tissues and Its Relation to 
Traumatic Shock. Arch. Surg., 1937, 35: 130. 


The authors discuss the results of some of the 
experimental work on traumatic shock. 

Brief reports are given on 10 cases of what is con- 
sidered concealed hemorrhage, with a table giving 
the measurements and method of arriving at con- 
clusions in one, and a table showing the changes in 
the blood concentration in another. 

External hemorrhage has long been recognized 
as a cause of secondary surgical shock. Concealed 
hemorrhage into the body cavities and hollow or- 
gans has been recognized but is often not diagnosed; 
but concealed hemorrhage into tissue spaces has 
not been universally considered as an important 
clinical cause of secondary shock. 

Cases of concealed hemorrhage and extravasation 
of plasma into tissue spaces are presented. The re- 
sultant swelling is usually greater when measured 
quantitatively than casual physical examination 
would have led one to believe. 

The extensive concealed hemorrhage and plasma 
extravasation in clinical cases substantiates the ex- 
perimental observations of others that such local 
loss of fluid from the circulating blood stream is a 
factor of importance in the production of secondary 
surgical or traumatic shock. 

Cart R. STernkeE, M.D. 


Luthardt, C. E.: Clinical and Postoperative Con- 
ditions of Dermoid Cysts (Ueber Klinik und 
postoperativen Befund bei Dermoidcystomen). 1936: 
Leipzig, Dissertation. 

According to present day knowledge, the dermoid 
cysts are considered as teratoma, i.e., congenital 
tumors which represent the derivatives of all three 
germinal layers, located most frequently in the 
generative glands. According to the anatomical 
structure, two types are distinguished to-day and 
both are derivatives of all three germinal layers. 
First is the dermoid of cystic structure, most fre- 
quently in the ovary, consisting of mature tissue; 
second, there is the teratoblastoma, of firm structure, 
consisting of immature, irregular and disarranged 
tissue, more frequently found in the male generative 
glands than in the ovary. Clinically dermoids are 
always benign, while teratoblastomas are malignant, 
growing destructively, forming metastases. 

The author’s investigations concerned only the 
dermoid cysts, round or oval formations with yel- 
lowish glossy skin, averaging about a fist in size. 
The wall consists of epidermis with papillary con- 
nective tissue. The substance resembles grit-like 
pulp with cholesterin and detritus, and matted hair, 


On one side of the wall of the dermoid process ex- 
tending into the cavity, the surface is covered with 
pavement epithelium. It contains an abundance of 
sweat glands, bone, cartilage, fat and connective 
tissue, sometimes rudimentary organs such as rudi- 
ments of eyes, pieces of intestine or of jaw. More. 
over, there are dermoids consisting chiefly of thyroid- 
gland tissue or struma ovarii. There is a lack of liver 
tissue and of pancreatic tissue and nearly always of 
parts of the genital organs. Now and then one finds 
a number of regularly formed globules which de- 
veloped from the pulp through mechanical processes. 
There are two views pertaining to the origin of der- 
moid cysts: (1) they are considered to be rudimen- 
tary fetuses originating in the egg cell, and (2) they 
are believed to be blastomeres, according to the 
theory of Marchand and Bonnet. Their origin can 
be traced back to a prolonged division of one or more 
blastomeres in a previous segmentation process. 

In the period from 1928 to 1932, 15,000 women 
received treatment; 826 (6 per cent) were operated 
upon for ovarian tumors. Among these 72 (8.7 per 
cent) presented dermoid cysts, which appeared pre- 
ponderantly during the age of sexual maturity, espe- 
cially between the years of twenty and thirty; the 
youngest at sixteen years and the oldest at fifty- 
nine. The most common complaints were pains in 
the abdomen and in the back, and menstrual dis- 
turbances occurred in one-third of the cases. In 86 
per cent of the cases, the tumor was to one side, in 
50 per cent to the right, and in 36 per cent to the 
left; the location of the tumors in reference to the 
uterus was anterior twice as often as posterior. 
There were no multiple cysts. Twisting of the 
pedicle occurred in 13.6 per cent, the highest degree 
of torsion being 720°. 

The fertility is somewhat reduced if one con- 
siders that 10 per cent of the marriages are sterile. 
In 82 per cent of the cases of married women, a con- 
ception took place. There is present a moderately 
increased disposition to abortion; 18 of the 44 mar- 
ried women had a total of 35 abortions. 

In the treatment only operation is to be taken into 
consideration. A confinement of fourteen days in the 
clinic is required. Primary cure is effected in 89 per 
cent of the cases. Primary mortality occurred in 4 
per cent; an abundance of ovarian tissue was re- 
tained. 

The following were the complications with other 
diseases of the genital organs: uterine myomatoses in 
12 per cent, pseudomucin cysts in 6 per cent, car- 
cinoma of the uterus in 2.7 per cent, and carcinoma 
of the portio in 1.3 per cent. Simultaneous preg- 
nancy existed in 7 per cent. A suppuration of a der- 
moid cyst is not very frequent. 

There follows a report on a case of a dermoid in 
the rectum. A bunch of hair was seen protruding 
out of the rectum; about 8 cm. deep in the left pos- 
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terior rectal wall there was an aperture nearly as 
large as a dime, through which the plainly visible 
tuft of hair could be easily removed by twisting. 
Treatment consisted of flushing the intestine. The 
opening in the rectal wall eventually closed and left 
a facet-like scar. 

Rupture into the urinary bladder is quite frequent, 
and painful bladder disturbances follow. In spite of 
a prolonged discharge of pus, there is no cystitis. A 
rupture into the vagina is less frequent, as well as 
rupture through the abdominal walls with the dis- 
charge of hair and teeth through the fistula. 

Sixty per cent of all the patients had no com- 
plaints. The scars were firm, without reaction, and 
there was no hernia. The postoperative fertility was 
27 per cent; of 22 women, 6 gave birth to children. 
Relapse occurred in 5.4 per cent. There was not a 
single case of malignant degeneration. 

(Ertco Hempet). CLARENCE C. REED, M.D. 


Bartsch, G. H.: Lipophagic Granuloma (Ueber 
lipophage Granulome). Beitr. z. klin. Chir., 1937, 
165: 487. 

Since the conclusion of his first work on the same 
subject (Arch. f. klin. Chir., 1934, 178: 179) 
Bartsch investigated 7 additional cases of lipophagic 
granuloma. The parts affected were as follows: the 
female mammary glands in 3 cases, the forearm and 
the bone marrow in 1 case each. In 2 cases it was a 
question of secondary findings in operations for 
rupture. 

Following an extensive presentation of the avail- 
able literature, there is a report of the author’s ob- 
servations, as well as of Angerer’s animal experi- 
ments, which were conducted to determine the effect 
of Vienna’s gas edema on guinea pigs. Bartsch had 
the opportunity of observing the formation of lipo- 
phagic granuloma in these animals. He found a 
clear outline of a picture of the disease in question in 
3 animals. 

Lipophagic granulomas are local resorptive forma- 
tions of granulation tissue which grow more or less 
together with their surroundings on the ground of 
localized fat necrosis, and develop as hard nodules 
or tubercles, mostly with an oily content in the 
cavities; they appear as white wax-like structures 
with infrequent wide, firm formations of connective 
tissue. They are usually found in the female breast, 
and only occasionally in the bones and subcutaneous 
tissue. Microscopically they are characterized by 
extensive granulation tissue, inflammatory cells, 
fat-storing cells, multinucleated foreign-body giant- 
cells and by a tuft-like or glandular infiltration of 
soapy lime crystals. 

Trauma cannot always be considered as their 
cause; as previously determined by Abrikossoff, 
secondary inflammatory origin is a possible factor. 
Clinically, on account of their immobility and adhe- 
sions, lipophagic granulomas are often confused with 
malignant tumors. To avoid such an error, an ex- 
ploratory excision for the purpose of microscopic 
clarification is necessary. 


103 


Therapeutically, there is the question of operative 
removal and, in a prolonged attack, also the removal 
of the mammary glands. In case of small tubercles 
and a clearer diagnosis, there is a possibility of spon- 
taneous absorption, which however did not occur 
after ten years of waiting. 

In expressing an expert opinion, it is important 
above all to consider the posttraumatic origin which, 
on account of protracted development and small 
traumatic influences, is difficult to prove. Neurolog- 
ical pains are to be attributed to the infiltrates about 
the nerves of subcutaneous tissue. 

(WERNER Btiock). CLARENCE C. REED, M.D. 


Cameron, A. T., and Meltzer, S.: The Effects of 
Certain Diets on the Production of Tar Car- 
cinoma in Mice. Am. J. Cancer, 1937, 30: 55. 


A considerable amount of work has been done on 
vitamins in connection with various types of trans- 
missible tumors. While in general, experiments with 
a diet rich in vitamin content tended to show anti- 
carcinogenic properties for this diet, other experi- 
ments produced results not only confusing but con- 
tradictory. 

The experiments of Mellanby and Watson on 
tarred mice, and those of Bittner on mammary 
carcinoma in mice tend to show that a diet which 
benefits growth of the animal also accelerates 
growth of its tumor. Conversely, a diet unfavorable 
to the animal’s general condition also affects the 
growth of its tumor unfavorably. In other words, 
what is good for an animal is also good for its tumor. 

Other experiments showed exceptions to this 
general rule. Watson and Mellanby observed that a 
diet rich in butter or in fresh liver showed carcino- 
genic properties when given to tarred mice. They 
found also that the anti-anemic factor of the liver 
was not responsible for this effect. Another investi- 
gator, Oike, observed that a diet rich in brain, 
albumin, and Vitamin B protected rabbits against 
tar carcinoma. On the other hand, a diet high in 
fat, regardless of its vitamin content, led rapidly to 
carcinoma and death. Maisin and Pourbaix showed 
that aqueous extracts of liver, pancreas, and intes- 
tinal mucosa added to the diet of tarred mice 
promoted the development of carcinoma, but addi- 
tions of ether extracts of brain, thymus, and bone 
marrow had an inhibiting influence. Freund and 
Lustig in their experiments observed that a diet rich 
in olein and protein but poor in carbohydrate 
inhibited, while a diet rich in carbohydrate and 
palmitin but poor in protein and olein favored, the 
development of tar carcinoma. 

In 1934 and 1935 Davidson of Winnipeg published 
two papers showing the contrast in effect of two 
very different diets on the development of tar 
carcinoma in mice. He observed that with diets 
deficient in Vitamin E somewhat similar effects in 
diminished reproductive capacity and general con- 
dition of mice bearing carcinomatous growths were 
obtained. Therefore, he determined to ascertain 
whether a diet rich in this vitamin would have an 
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inhibitory effect on the development of carcinoma 
following tarring. Several experiments which he 
carried out with comparable groups of young 
animals led him to conclude that animals on the 
high vitamin diet remained in good health longer 
and tended to develop carcinoma later and with less 
frequency than the animals on the low vitamin diet. 
The high vitamin diet seemed to increase the re- 
sistance of mice to the carcinogenic factors in tar. 

Late in 1934 the Medical Research Committee of 
the University of Manitoba decided to repeat David- 
son’s experiments as nearly as possible. This set of 
experiments was undertaken by Cameron and 
Meltzer. In part they confirmed Davidson’s results 
with two wholly different diets. They used the 
identical diets and followed the same procedures 
that Davidson had employed with the exception 
that isolation of the mice in separate cages was 
decided upon in order to permit more complete 
dietary control and also prevent the additional com- 
plication of trauma from fighting. A further test 
was carried out to determine what effect the same 
two diets in the experimental animals would produce 
in the absence of tarring. In a subsidiary test 
certain synthetic diets were studied in order to 
ascertain which, if any, of the vitamins B, B, and E 
was responsible for the apparent difference produced 
by the two diets. 

The two diets were referred to as the “‘good”’ or 
anti-carcinogenic diet, and the “bad” or carcino- 
genic. The good diet consisted of wheat-germ cereal, 
with a little wheat-germ oil added to it, unlimited 
lettuce, the green parts of the leaves only, and fresh 
milk. The bad diet was made up of bread spread 
with lard, chopped oats, vegetables, carrots or 
turnips, and fresh milk. From these experiments 
Cameron and Meltzer determined that the develop- 
ment of the growths tended to be somewhat later 
with one diet than with the other, though it would 
be equally true to state that the development of the 
growths tended to be somewhat earlier with the 
second diet than with the first. On the other hand, 
there was no significant difference between the two 
diets in the final proportion of animals developing 
malignant growths. Incidentally, the authors state, 
neither of these diets can be regarded as normal for 
mice. 

Therefore, the results of Cameron and Meltzer 
gave no support to Davidson’s thesis that a diet 
rich in certain vitamins decreases the incidence of 
carcinoma in tarred mice. The effect noted does not 
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seem to be specific. The anti-carcinogenic diet 
tends to produce a slightly heavier animal which 
shows increased resistance to toxic agents and to 
heat. Furthermore, the cause of the delayed carcino- 
genesis does not appear to be an excess of vitamins 
Br, B2, or E. The authors point out also that the 
two diets were markedly different in protein and 
salt contents, and in that of linoleic acid and prob- 
ably similar unsaturated fatty acids. The possi- 
bilities due to such differences were not mentioned 
by Cameron and Meltzer. The results of Maisin 
and Pourbaix, however, suggest that there may be a 
lipoid factor of importance. Further experiments 
with controlled synthetic diets may ultimately bring 
about results of great value. 
Martaras J. SEIFERT, M.D. 


Burke, E. M.: Metastases in Squamous-Cell Car- 
cinoma. Am. J. Cancer, 1937, 3°: 493. 


In a group of 440 autopsies performed at the 
State Institute for the Study of Malignant Diseases, 
at Buffalo, on patients who died from a malignant 
lesion, a series of 186 cases was found in which the 
primary growth arose from squamous epithelium. 
These cases were divided into two groups, those in 
which distant metastases occurred and those which 
remained localized, the involvement of regional 
lymph nodes or invasion of surrounding structures 
by direct extension being considered a localized 
lesion. Metastatic lesions were found in 37 per cent 
of this series of 186 carcinomas arising in squamous 
epithelium, a greater frequency than is usually re- 
ported. Males are more apt to have malignant 
lesions in squamous epithelium than females. Only 
a small group of the cases had a history of carcinoma 
in the family or a positive Wassermann reaction. 
Such factors as duration of the disease and site of 
the primary lesion seemed to have little or no bear- 
ing upon the production of distant metastases. 

Histological grading of the primary tumor showed 
the majority of cases in which distant metastases 
occurred to belong to the more malignant groups. 
Some primary locations are more prolific in the for- 
mation of distant metastases than others. The lungs 
and liver are, as a rule, the major recipients of meta- 
static implants, and the adrenals and bones are 
affected to lesser degree. It was noted that a meta- 
static lesion was very consistent as to its grading 
with the primary lesion, an anaplastic tumor usually 
appearing in the metastatic lesion as an anaplastic 
growth. Joseru G. Narat, M.D. 
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